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CHAPTER I 
INTRODUCTION 
The entity knm-m. as Phobia, derived from the Greek work phobos, 
meaning flight (and from the Diety of the same name who could provoke 
fear in one's enemies), has been present in society and described in 
the literature since the 4th century B.C. 
In its strictest definition, a phobia is a pathological fear. 
Rachman (1968) describes a phobia as an excessive fear reaction \vhich 
is both persistent and unadaptive. An individual intellectually knows 
that what they fear is irrational and of minimal or no danger, yet 
cannot overcome it. As a result, there is a displacement of anxiety 
from some object or situation to another type of object or situation 
which then becomes feared (Eaton, Peterson and Davis, 1976). This 
phobic object or situation then symbolizes the original object or 
situation and a person begins to substitute fear for anxiety. 
Rowe (1975) describes anxiety as a diffuse, unpleasant uneasiness 
halmarked by feelings of apprehension, personal threat, and fearful-
ness. This is manifested by the activation of the sympathic nervous 
system which stimulates various regions of the body resulting in rapid 
heart beat, sweating, dry mouth, rapid respiration, churning stomach, 
tight chest, etc. Anxiety is similar to fear in that both are responses 
to danger and provoke similar physiologic reactions, however, anxiety 
differs from fear in that ruLxiety is intra-psychic in origin, is the 
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response to an unknown or unrecognized threat or underlying conflict, 
and is chronic (Rowe, 1975). 
In order to alleviate the anxiety provoked by a particular object 
or situation, a fear is substituted and thus, anxiety is reduced by 
avoiding the feared element, leading to the creation of a phobia. 
Since approximately 1850, ma~y types of phobias have been 
identified and investigated. However, phobias present among the 
general public for many years have gone unidentified and uninvestigated. 
Agoraphobia despite its long known existence was one such phobia that 
has only recently been identified as a significant problem. 
Rock and Goldberger (1978) describe agoraphobia (otherwise known 
as fear of the market place) as a severe phobic disorder that broadly 
appears to be a complex of multiple and generalized fears centering around 
the fear of unfamiliar surroundings and being alone. Rohs and Noyes 
(1978) see agoraphobia as a common and disabling disorder and distin-
guish it from other well-defined phobias. Furthermore, the DSM-III 
describes agoraphobia as involving multiple fears including those of 
travel, crowds, closed spaces and heights. In her book called Simple 
Effective Treatment of Agoraphobia, Claire Weekes agrees that agora-
phobia refers to the fear of open spaces, but further defines it as: 
a condition in which a person suffers incapacitating fear away 
from the safety of home, particularly when in crowds or isolated 
places--anywhere where the sufferer cannot make a quick escape or 
get help quickly should his fears as he thinks, grow beyond him. 
It includes fear of traveling, especially in a vehicle he cannot 
stop at will. 1 
lClaire Weekes, Simple Effective Treatment of Agoraphobia (New 
York: Hawthorne Books, Inc., 1978), p. 8. 
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Finally, Arthur Hardy, M.D., founder of Terrap (an organization dedi-
cated to helping agoraphobics) believes the prominent feature o£ the 
agoraphobic's condition is related to being in a situation for which 
there is no escape or outlet. This creates as he feels, a morbid fear 
of many things, places or situations. Such situations or places include 
distance from home, supermarkets, elevators, escalators, freeways, 
crowds, parties, theaters, airplanes, doctors, bridges, and others. 
These situations or places may produce a phobic reaction for the 
agoraphobic, which is relieved for the individual if they can get to 
anywhere that for them represents a "safe place." 
It is apparent among individuals who are experts in the field 
that a single unequivocal definition of agoraphobia does not exist, 
however, certain aspects are consistent which help to create a founda-
tion that is descriptive of all agoraphobics. Marks (1969) and Snaith 
(1968) respectively describe the foundation more concisely as the fear 
of public places, particularly if they are too crowded or too empty, 
and a fear of being away from a place that represents safety. 
Purpose of the Study 
The present investigation was designed to study those individuals 
who have sought the help of Chicago's Terrap program. Since this pro-
gram is specifically defined as a phobic treatment center, it is con-
sidered appropriate to label this population as agoraphobic. 
The purpose of studying this population was to develop an accurate 
profile which can then be applied to agoraphobics in general and 
paralleled with what has been written about and studied in the existing 
literature. It is hypothesized that this study will dem::mstrate that 
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the characteristics of this population are consistent with the popula-
tion of agoraphobics in general, while at the same time ellucidate 
certain characteristics that may add to one's knowledge of the specific 
population. 
Subjects 
Seventy-four subjects from different areas of the Midwestern 
United States, ranging in age from 23 to 63 years, including both 
males and females, single and married and of various occupations were 
studied. 
Instrument 
The instrument used to study this population was an in-depth 
questionnaire that is completed by all Terrap applicants prior to 
acceptance into the program. From these questionnaires, data has been 
collected and analyzed. 
Definition of Terms 
For the purpose of this study, several terms are used extensively. 
The following section includes definitions for these terms. 
Phobia: Phobia, as it applies to the present study is a fear 
in which an intense fear reaction is inappropriately triggered by a 
stimulus which to other individuals seems innocuous. 
Anxiety: Anxiety is produced by the feared stimulus. Anxiety 
is a physiological reaction that produces one or more various symptoms 
which may include sweaty palms, fluttery stomach, generalized warmth, 
rapid heart beat, trembling, rubbery knees, dry mouth, difficulty in 
swallowing, tightness in chest, hyperventilation, stiff neck, headache, 
dizziness, nausea or vomiting, diarrhea, and a feeling of paralysis. 
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Panic attacks: Panic attacks will be defined to include the 
symptoms of anxiety, while adding to that one or more of the following: 
feelings of doom, feelings of going insane, urges to run or get away 
from a particular situation, the need to return to an area that repre-
sents safety, depersonalization or disorientation. 
Agoraphobia: Agoraphobia will be operationally defined as a 
fear that is so generalized that it encompasses many situations, places 
and things. These include but are not limited to open spaces, closed 
spaces, distance from home, grocery stores, theaters, bridges, crowds, 
travel, driving and any place where one feels trapped or feels that 
there is no escape route. 
Precipitating factor: Precipitating factor is herein defined as 
that circumstance which was occurring on or about the time of phobic 
onset. 
Terrap: Terrap is a self-help organization devoted to aiding 
agoraphobics. Terrap demonstrates and teaches an individual how to ' 
reduce or overcome disabling anxiety provoking stimuli. This te1m will 
be defined more extensively in Chapter Three. 
Limitations of the Studv 
As in any in-depth study of a self-report questionnaire, the 
reliability of answers given to questions cannot be accurately assessed 
because of possible problems with personal bias of applicants, as well 
as possible exaggerations and/or omissions of answers given. There-
fore, this presents a significant limitation to the present study. 
Other limitations inherent to this study are the fact that the ques-
tionnaire contains, in some places, questions which are somewhat va~le 
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and confusing in their wording so as to possibly be misleading or mis-
understood by an applicant. This problem was unavoidable as the ques-
tio~~aire was designed by Terrap prior to this retrospective study, and 
served as the screening instrument. 
Organization of Study 
Chapter One has presented a brief introduction abot1t anxiety, 
phobias and agoraphobia, as well as the statement of purpose, descrip-
tion of the sample population, the setting, procedure used, the limita-
tions of the present study, and definitions of terms. 
Chapter Two of this thesis presents a review of the most current 
literature as it relates to the present investigation. 
Chapter Three will present a detailed description of the Terrap 
Program as well as a comprehensive description of the sample population 
and the methods used to collect and construct the data. 
Chapter Four will contain the results obtained from the various 
analyses of the raw data. It will focus on certain demographic data 
including age of applicant, age of onset of phobia, sex, occupation, 
marital status, referral source, average number of children, education, 
and others. Furthermore, a review of the remainder of the questionnaire 
w~ll be undertaken in an effort to isolate other variables that appear 
to be unique to other agoraphobics. Rating scales were developed that 
applied to answers given to each specific question, thus making the 
study more objective. Questionnaire responses were coded and analyzed 
in order to construct a hierarchy of characteristics, thus making the 
profile more informative. This profile was constructed with the inten-
tion of paralleling what has already been studied and documented in 
the literature. 
The final chapter 1-'lill contain a discussion of the results 
obtained from this study as well as the presentation of their implica-
tions and suggestions for future study. 
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CHAPTER II 
REVIEW OF THE LITERATURE 
This chapter includes several sections. First a number of 
studies are discussed which focus on general issues related to the 
agoraphobic. Next the chapter reviews those efforts which have 
specifically attempted to develop a profile of agoraphobics. 
Following that section, the investigator will present profile data 
~s it was generated by the review. 
A number of studies, while focused on issues other than charac-
teristics of agoraphobic populations do provide relevant information 
that is descriptive of their samples. 
Hafner (1977b) studied the husbands of agoraphobic women and their 
influence on treatment outcome with the purpose of demonstrating that 
husbands can impede symptomatic improvements in their wives, especially 
if the husband is hostile. 
All 33 agoraphobic women in the sample thusly were married. A 
minimum duration of illness required in order to participate was nine 
rronths. Most of the women had a variety of phobic and neurotic symptoms 
in addition to their agoraphobia. The mean agoraphobic syn~tom dura-
tion was 9.5 years, and the mean duration of mrriage was 12.7 years. 
In an investigation by Hand, Lamontagne (1974) that examined 
treating agoraphobics by group exposure using flooding and in vivo 
techniques, whether patients would help or hinder one another during 
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group exposure in vivo was studied. This was accomplished by examining 
two grot~s (structured and unstructured) with varying degrees of social 
cohesion so as to clarify the role of social cohesion as a facilitator 
of improvement during treatment and follow up. Results obtained from 
this study are not relevant to the present study yet the characteristics 
of their sample population are. Twenty-five chronic agoraphobic out-
patients (who were referred by doctors inside or outside of the hospi-
tal) were randomly assigned to one of the two differing conditions. 
In this sample, 16 of the 25 subjects were women. The mean age was 35 
with a range of 17 to 56. The mean phobic duration of this sample was 
8.5 years with a range of 1.5-26 years. Twenty-one of the subjects had 
received previous treatment for their phobias. Different types of 
treatment received included pharmacotherapy, desensitization and 
psychotherapy. In addition, nine patients indicated previous treatment 
for non-phobic problems and many demonstrated current personality pro-
blems apart from their phobias. 
Twenty-one out of the 25 subjects were married, and of those 
married, only seven regarded their marriage to be satisfactory. Eleven 
patients were working before treatment; eight of those being very 
restricted in terms of the locale to which they could travel, and 
usually needing a companion. 
Gelder and ~~rks (1966) carried out a controlled trial of 
behavior therapy in 20 patients with severe agoraphobia. Their purpose 
for this study was to demonstrate that behavioral therapy should not be 
recommended indiscriminately for all agoraphobic patients. Treatment 
and control groups were utilized and behavior therapy consisted of 
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graded retraining in combination with systematic desensitization. The 
control group received treatment based on re-education psychotherapy. 
Results of their study are not relevant to the present investigation 
however, characteristics of their sample population were. The mean age 
of the agoraphobic sample was 34.5 years, and the mean duration of 
illness was seven years. In addition, 16 out of the 20 individuals 
were married. 
Three quarters of the individuals were unable to leave the house 
unaccompanied and various combinations of intense fears of going out 
alone into open spaces, into shops, crowds, cars, trains, streets, 
etc. were expressed. In addition to their phobias, patients in both 
groups presented other symptoms such as depression, feelings of deper-
sonalization, and obsessions. .~so, three quarters of the sample 
population expressed sexual difficulties. These symptoms however were 
much less incapacitating than their phobias. 
Gelder and }.1arks found no significant pattem of premorbid per-
sonality, yet they described seven individuals in each group to be 
anxiety prone while also showing neurotic childhood traits. ~breover, 
interpersonal problems were found to be common in both groups. 
Finally, no significant differences were found between the two 
agoraphobic groups in terms of age of symptom onset, age at treatment, 
symptom duration, initial severity of phobia, type of symptoms experi-
enced, degree of general anxiety, social relationships, occupation, 
leisure activities and sexual relationships. 
~nrks and Gelder (1966) researched 139 adults from the ~~udsley 
Hospital in London who presented themselves with phobia as the main 
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complaint. The purpose being to gain knowledge about age at onset 
in phobias which had not been previously reported in adults. Patients 
were classified into four groups according to the nature of their 
fears. The four groups consisted of patients with specific animal 
phobias (n = 18, 17 females, one male), patients with specific situa-
tional phobias (n = 12, nine females and three males), patients with 
social anxieties (n = 25, 15 females and three males), patients with 
agoraphobia (n = 84, 73 females and 11 males). 
Their findings indicated that agoraphobic fears were often 
associated with specific situational or social phobias. Additionally, 
their observations indicated that agoraphobia is often associated with 
such psychiatric symptoms as generalized anxiety, depression and 
obsessions. 
A bimodal distribution demonstrated peaks of agoraphobia at late 
adolescence and at age 30, with the emergence of agoraphobia starting 
at any time from late childhood to early life. ~breover, their study 
indicated that agoraphobia not only \~s the most common type of phobia 
in this sample, but that they presented themselves for treatment more 
often in their middle-ages which was slightly higher than those with 
other phobias yet not markedly different. 
Conclusions of the study were that there was no significant dif-
ferences in the ages in which all four groups sought treatment in adult 
life, however, the age of onset differed between the phobic groups with 
most animal and insect phobias beginning before the age of five while 
most other varieties starting after age ten. 
In a widely documented study on the investigation of phobias, 
Snaith (1968) compared and contrasted agoraphobic patients with 
patients suffering from discreet phobias by determining if the two 
types of phobias arise in the same way, as well as how they differ 
from each other in certain fundamental respects. 
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All subjects in the study were personally seen by the author of 
the study. A control group was used to survey fears among the general 
population consisting of 100 volunteers ranging in age from 15 to 65 
years. Forty-eight patients were studied with regard to agoraphobia 
and discreet phobias. The 48 subjects were then placed in one of two 
categories: group one consisted of those who suffered primarily from 
agoraphobia, and group two consisted of those patients whose primary 
fear was focused on a specific object or situation. Data was collected 
from the experimental group by means of case histories, anxiety rating 
scales, and an adapted self-rated fear schedule. Data from control 
subjects \ffiS collected by the completion of the Phobia Schedule and 
the Eysenck Personality Inventory. 
The results obtained regarding the agoraphobic sample are relevant 
to the present study as they include characteristics of the population 
studied. These results will be mentioned here, however, results per-
taining specifically to characteristics of individuals with discreet 
phobias, and conclusions of the study will be excluded as they do not 
apply specifically to the present investigation. 
Twenty-seven of the 48 patients in the experimental group were 
agoraphobic with the mean age being 37.67 years. In addition, 17 of 
the agoraphobic subjects were female and 10 were male. 
Snaith's study revealed that agoraphobic patients were more 
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likely to have come from illlstable family backgroilllds. Also foillld was 
the variability of onset of illness in t~rms of onset beginning with a 
panic attack versus an insidious onset. In addition, also reported was 
both a tendency towards gradual improvement as well as fluctuations in 
severity of symptoms. Also, periods of total remiss ion were highly 
reported. 
High levels of generalized or free-floating anxiety was reported 
as the most outstanding symptom for agoraphobics. Additionally, agora-
phobic patients reported that the dread of these panic attacks and 
various other somatic symptoms often led to their reluctance to venture 
beyond secure situations. 
Depression was seen as common, yet in more of a fleeting rather 
than a chronic manner. None were considered to be primarily depressed. 
Depersonalization and derealization were fairly common among 
subjects yet it was generally found that these symptoms usually 
occurred during the height of a panic attack. There was no incidence 
found of fugues, amnesia, or hysterical conversion symptoms for this 
group. 
The primary fears experienced by this group consisted of fears 
of going away from home, fears of travelling, traffic, being alone, 
narrow streets, wide open spaces, hills, and eating or drinking in 
public. Additionally, fears were shown to increase when the subjects 
felt ill. 
Since this study used a control population, it is interesting 
to note the finding, that certain fears in the general population are 
quite common and certain ones have shmvn to be very rare. The fears 
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that were shown to be most rare in the general population included those 
fears that gain prominence in the sy~ptomatology of the agoraphobic 
patient. 
Roberts (1964) conducted a follow-up study on married \~umen who 
had become housebound as a result of their phobic ruL~iety symptoms. 
The study was done to determine the homogeneity of the group, as well 
as what proportion of those women improved during follow-up. Data 
included case records of married women who had been admitted to the 
psychiatric in-patient unit of St. George's Hospital from 1946 to 1962. 
Forty-one cases were selected for use. These cases indicated that the 
women had been housebound prior to admission for periods ranging from 
three months to 15 years. Follow-up periods ranged from one and a 
half to 16 years. Part of the results obtained from this study were 
objective and factual in nature, and described characteristics of the 
group prior to follow-up. Since this information is relevant to the 
present investigation, it will be cited here, however, results regard-
ing follow-up are excluded, but can be found elsewhere. 
Roberts reported features which were shown by the majority of 
patients and seemed to constitute characteristics of the group. 
Thirty-four patients developed initial symptoms between the ages of 
20 to 40. Anxiety was the major symptom in all cases. Patients indi-
cated that it was the fear of the panic attack and/or high levels of 
ruL~iety which caused them to feel as though they would faint, collapse, 
feel embarrassed, lose control, etc. This encouraged their avoidance 
behavior. Twenty-eight or 70% reported that the onset of their 
illness began with a panic attack, and could easily recall under what 
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circumstance and where the attack first occurred. 
Sixteen of the 33 women experienced derealization or depersonali-
zation during their panic attacks, while 11 of these \vumen had been 
sufficiently depressed to have received electro-convulsive therapy. 
Sixty percent of the patients were able to recall precipitating 
factors associated with their first panic attack; a number of these 
women reporting onset after an organic illness. Most patients reported 
a fluctuation in symptoms since the time of onset, with an increase in 
symptoms as additional environmental stress occurred in their lives. 
However, three patients reported S}~tomatic improvement associated 
with increased stress. 
Fifteen patients (40%) demonstrated a family history of neurotic 
illness in first degree relatives. Additionally, subjects themselves 
characteristically had been anxiety-prone; 50% had at least one well-
marked neurotic trait, usually in the form of a childhood phobia. 
Also fo~~d was the absence of depressive mood swings in their premorbid 
personalities, yet nine subjects were found to be obsessive to some 
extent. 
With only two exceptions, all subjects had good work records. 
Additionally, although only nine patients indicated dissatisfaction 
with their marriage, 53% indicated sexual maladjustment of some form. 
Roth (1959) studied 135 patients who he labeled as having the 
Phobic Anxiety Depersonalization Syndrome (and who suffered from phobic 
anxiety depersonalization S)~toms) and compared them with a control 
group consisting of individuals who suffered from symptoms characteristic 
of neurosis as well as individuals who suffered from temporal lobe 
disturbances. The latter group aforementioned served as the control 
group consisting of 50 patients suffering from other neurosis and 50 
individuals suffering from a physical illness (temporal lobe disturb-
ance) who had never had any type of psychiatric illness. This study 
sought to assess the possibility that identical physiopathological 
mechanisms underly depersonalization whether it occurs in association 
with "functional" psychiatric disorders or with definable cerebral 
lesions. 
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The study included 100 items relating to early life, family back-
ground, previous personality, heredity, features of the illness and 
patterns of adjustment. Of his findings relevant to the present study, 
Roth found that 83% of the phobic patients experienced onset of illness 
around a precipitating event of a calamitous or threatening nature. A 
further 13% reported onset with pregnancy or childbirth. This percen-
tage of clear cut precipitating events that were reported was signifi-
cantly greater than that found in the control group. 
Additionally, the symptoms of depersonalization were clearly 
associated with phobic anxiety but it was found to vary in regards to 
severity. :Moreover, it was found that individuals with phobic anxiety 
proved to be more dependent, immature, obsessional and a~xiety-prone in 
comparison with other neurotics, while obsessional and compulsive check-
ings were found to be rare in phobics. 
Goldstein and Chambliss (1978) reported on the existing IDDdels 
for understanding agoraphobia and suggested a complex behavioral model 
for treatment which includes a combination of the necessary and suf-
ficient factors for its formation. Their theoretical assertion was 
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derived from their o-vm clinical experience as \•iell as from research 
and observational reports from other settings. All of the individuals 
Here outpatients with phobias being their presenting problem, and were 
seen at the Behavior Therapy Unit of the Department of Psychiatry of 
Temple University. The clinical observations were supported by data 
obtained from 32 agoraphobic clients and 36 clients with phobias of 
some type of external stimuli. For clients that were not currently 
in therapy, information \vas gathered retrospectively from the therapist's 
recollections or from files. Scales that were routinely administered 
before treatment were the Bernreuter Self-Sufficiency Scale, the 
Willoughby Emotional .Maturity Scale, and the Fear Survey Schedule. 
From these, a number of relevant items were selected for analysis. 
Their results indicated that the agoraphobic group did not differ 
statistically from the external-stimuli phobic group image or sex ratio. 
The former group was comprised of seven men and 25 women with a mean 
age of 34.3 years; the latter group consisted of 12 men and 24 women 
with a mean age of 38.06 years. 
In their study, Chambliss and Goldstein presented a consistent 
picture of agoraphobics being more susceptible to unassertiveness, 
marked social anxieties (including fear of criticism and responsibility, 
and being disapproved of), dependency, and repressive response style. 
In addition, their study demonstrated that agoraphobics and external 
stimuli phobics can be readily differentiated on the basis of having 
fears of the consequences of being afraid. The former group feared 
losing control, fainting, becoming or being mentally ill, and heart 
attacks. Their study also noted that often the first outbreak of 
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agoraphoic symptoms occurs after a clear conditioning event, such as a 
failed marriage, death of significant other or illness 1vhich results in 
high anxiety and panic attacks. 
Lastly, from their research, Chambliss ru1d Goldstein made the dis-
tinction between simple and complex agoraphobia. The simple agoraphobic 
is one whose illness is not the result of such personality characteris-
tics as tmassertiveness, dependency, social rulXieties or repressive 
response style, but instead is usually the result of a physical condition 
such as hypoglycemia, an endocrine imbalance, or a frightening experience 
with hallucinogenic drugs. On the other hand, complex agoraphobics 
demonstrated the underlying characteristics mentioned above with the 
most prominent features being the fear of fear as the central phobic 
element, low levels of self-sufficiency (due to rulXiety, lack of skills 
or a combination of both, a tendency to misinterpret anxiety, and tl1e 
emergence of symptoms occurring in a climate of conflict; usually an 
interpersonal one. 
The results of this data differentiated agoraphobics and phobics 
on the basis of fears of the consequences of being afraid, that those 
individuals with complex agoraphobia can be discriminated from those 
with other phobias on the basis of less self-sufficiency and that the 
onset of complex agoraphobia occurs during times of high interpersonal 
conflict. It was not proven however that complex agoraphobics are less 
able to connect causal antecedents to their responses due to a lack of 
sufficient objective information. 
Agoraphobia is much more common th~~ is generally believed by the 
layman. This is nowhere more evident than in the literature that 
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indicates its prevalence. In a comprehensive review of the available 
literature on agoraphobia by ~~rks (1970), done from a descriptive 
standpoint, numerous associations were described. The review was com-
pleted because nothing of that type had been previously attempted up 
to that point. r.~rks reports the estimated prevalence of agoraphobia 
in the general population is 6.3 per 1000 (from a Vermont sample). It 
is also pointed out that approximately 2/3 of all agoraphobics seen by 
psychiatrists are women in both America and Britain. Also, in his own 
study from the ~~udsley Hospital, rv~rks (1966) reports a mean age of 
onset as 24 years (which differs slightly from a nation-wide survey on 
agoraphobia which he conducted in Britain), and ranging in ages between 
18 and 35 with a rare exception of onset in childhood. Marks estimates 
that a great majority of individuals with agoraphobia experience onset 
after puberty, with peaks at 20 and 30 years of age. These statistics 
are consistent with other studies. He also found that most patients 
come for treatment in their 30's with a mean age of treatment being 34 
(Marks, 1966). 
In his review and comprehensive description, ~~rks found that 
most agoraphobics come from stable backgrounds unlike the background of 
psychopathic individuals where broken homes are frequent. However, he 
reports that even among family members of agoraphobics the incidence of 
psychiatric disorders ranges from 21% to 40%. This compared similarly 
with a study by Harper and Roth (1962) in which it was found that the 
incidence of neurosis in the family of phobics was 33%. This was 
significantly higher than the control group consisting of temporal lobe 
epileptics. 
20 
~~rks reports that agoraphobic patients are not unusual in intel-
ligence, education or occupation. The basis of his findings comes from 
his agoraphobic sample as revealed through their questionnaires (1970). 
Additionally, he points out the difficulty in noting what can or 
should be called a precipitating event yet nonetheless states that a 
substantial number of agoraphobics have symptom emergence after a major 
change in their life situation (i.e., serious illness in the patient or 
relative, bereavement, engagement, marriage, childbirth, leaving home. 
etc.). At the same time he notes that the presence of or nature of the 
precipitating event does not correlate with the subsequent course of the 
agoraphobia. Also, the mode of onset can be gradual or sudden (usually 
in the form of a panic attack). TI1e course of agoraphobia, once it has 
begun, is often characterized by remissions and exacerbations of varying 
duration. 
The main features of agoraphobia that are reported by ~~rks are 
fears of such things as going out into the open, including streets, 
shops and crowds as well as closed spaces such as elevators, theaters, 
or church. Travel on subways, trains, buses, ships, and airplanes (but 
not usually cars) have also been described. Other fears included going 
on bridges, into tunnels, having haircuts, fear of heights, and of 
remaining alone at home or leaving home. It is interesting to note 
that these fears can occur in combination and are often associated 1vith 
other somatic symptoms such as generalized anxiety, feelings of panic, 
depression, obsessions and depersonalization. Certain social fears are 
also found with this condition such as the fear of being stared at, and 
fears of trembling, blushing, eating, or signing one's name in front of 
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other people. In fact, ~furks reports that it is exceptional for an 
agoraphobic to find it easier to travel alone. He supports this with 
results obtained from his sample of agoraphobics in Britain in which he 
found that 65% of the phobic individuals felt better when traveling with 
someone, while only 5% reported it easier to venture out alone. ~~rks 
speculates that because of this need for companionship, agoraphobics 
generally desire the presence of a trusted companion, and as a result, 
dependency often develops. 
He discussed useful strategems that aid the phobic in feeling 
less panic when outside the safety of one's home to include walking 
sticks, umbrellas, suitcases, shopping carts, folded newspapers or 
sucking on candy. Also mentioned was that when agoraphobics go to the 
theater or church, they feel less frightened if seated near the aisle 
and close to an exit so they could leave quickly if they suddenly felt 
panicky. Lastly, t>furks reports there is no known organic disease that 
tends to be present in agoraphobics as compared with a control population. 
Other investigators in medicine and psychology have studied 
characteristics of agoraphobic populations. One investigator, Claire 
Weekes (1970) surveyed 528 agoraphobic men and women in Great Britain 
and Ireland that she had previously or was currently treating by remote 
direction. Treatment by remote direction includes cassette recordings 
that are sent to agoraphobics around the world allowing the individual 
to receive aid without the direct contact of a therapist. This survey 
was done to assess the patient's estimation of his or her 0\11!1 progress 
in terms of Weekes' specific therapeutic approach. The ages of those 
surveyed varied from 14 to 17 years. Her findings of the survey were 
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very typical of characteristics she had fotmd among agoraphobic popula-
tions in general. Of the 528 subjects surveyed, 60% of those individ-
uals had been phobic for ten or more years and 27% for 20 or more 
years. She thus labeled this population as chronically agoraphobic. 
The gender ratios are clear and reasons have been spectuated for 
the differences. In '~eekes' sample, 91% of the subjects were women and 
51% of those women were single. However, more recent studies show that 
the majority of agoraphobic females are married (Goldstein and Chambliss, 
1978; Pepler, 1977; l~eekes, 1978). Of the 42 men in her sample, 16 
were single. Also, in her survey, Weekes found that 78% of the women 
were occupied by home duties, 12% part-time work, and 10% worked full 
time away from home. Only 5% of the males in Weekes' study were retired. 
The main fears expressed by her subjects were typical of agora-
phobics in general. They consisted of fears of crowded places, travel-
ing from home (either alone or accompanied by another person), fear of 
collapsing, fainting, panicking, standing in line, falling, or feeling 
paralyzed in the streets. Less frequently reported fears were fears of 
being alone in the house, death, childbirth, physical illness, going 
mad, feelings of unreality, losing a loved one, harming others, depres-
sion, persisting thoughts and various others. Only 5% complained of 
sexual problems. The most common fears reported among the male popula-
tion studied were physical illness, domestic stress in adult life, loss 
of loved ones, difficulty or pressure at work, domineering parents or 
unhappy alcoholic parents, sudden occurrence of frightening S}~toms 
outside of their home (i.e., dizziness or heart palpitations), nervous 
disposition, illegitimacy, World War II, and finally, the strain of 
looking after an elderly parent(s). Five percent gave no apparent 
cause for the emergence of their agoraphobia. 
Weekes found that the majority of her subjects became ill in 
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their twenties or thirties. Sixty-five percent of the sample had sought 
previous treatment from one or more psychiatrists and 30% had sought 
the help of general practitioners only. The different types of treat-
ments administered included psychotherapy, hypnosis, behavioral 
therapy, electro-convulsive therapy and pharmacotherapy. Of those 
that sought previous treatment, 55% reported that they received no 
help from previous therapy, 6% were helped temporarily and 24% reported 
that they received a little help. Of the 15% that were positively 
helped, those individuals still indicated a need for additional help. 
In 1970, aside from compiling a comprehensive review on agora-
phobia, :V1arks and Herst surveyed 1,200 nationwide members of an agora-
phobic club in Britain called The Open Door. The purpose of this sur-
vey was to discern characteristics of that population as they were 
associated with treatment and ability to 1vork. Questionnaires relating 
to the individual's psychiatric and social status were sent out to 
1,500 members and results were compiled from the 80% of the question-
naires that were returned. The sample included two groups; one that had 
never received treatment for their phobia and the other group having 
received either aid from a psychiatrist or a general practitioner. 
Of this population, 95% were female and 80% of these women were 
married. Also in 1975, ~larks estimated that 66% of all agoraphobic 
patients seen by psychiatrists were women. The mean age of responders 
was 42 years while the mean agoraphobic symptom duration was 13 years. 
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It was also found that the average age of onset of the agoraphobia was 
29 years of age. Average time to seek help fron1 the onset of the phobic 
illness was 17 months to a general practitioner and 34 months to a 
psychiatrist. Only 5% of this surveyed population indicated that they 
had not sought any type of medical aid for the phobias. Ninety-five 
percent of the population indicated that they had seen a general prac-
titioner, 67% had been seen previously by psychiatrists, and 15% had 
seen a spiritual or religious healer for the problem. 
Less than 1/5 (19%) of the respondents had relatives with similar 
phobias. The most common phobias of this sample included speaking to 
an audience, crowds, trains and heights. Fifty-six percent of the 
population indicated that they specifically avoided streets and open 
spaces, and 32% reported an uneasiness in streets and open spaces, while 
12% reported that they had no fear of streets at all. 
With regard to family life, the mean number of children of 
respondents in this study was 1.8. In addition, 15% of the population 
had some higher education, and 17% had been psychiatric inpatients 
due to their phobia. 
~hrks and Herst concluded their sample population was represent-
ative and that the results obtained were a fair assessment of the 
population's characteristics. Other results of this study were found, 
yet do not relate specifically to the present investigation. 
Buglass, Clarke, et.al. (1977) studied agoraphobic housewives 
and explored various clinical symptoms of married agoraphobic women 
in the context of their marital and social situation. Aspects of 
their lives were compared with various aspects of a control group. 
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Thirty agoraphobic subjects were compared with a "normal" control 
group of the same size. The agoraphobic's husbands were similarly com-
pared with the husbands of the control group. The 30 agoraphobic \'<'omen 
used as subjects were referred to the outpatient clinics of Edinburgh. 
The control group was selected from the register of the Department of 
General Practice in the University of Edinburgh. The women in the 
agoraphobic and control groups were matched on age, sex, social class, 
and marital status. Procedures used to conduct this study consisted 
of three interviews; the first being a conjoint interview conducted by 
a sociologist in the couple's horne, the second being a separate inter-
view with the husband and wife by a psychiatric team members, and 
lastly, the administration of the Cornell Medical Index, the Eysenck 
Personality Inventory, and a Semantic Differential test. Characteris-
tics irrelevant to the present study will not be mentioned here, yet 
much of the social and marital information obtained from comparisons 
between the agoraphobic and control groups of women are worth noting. 
Results indicated a great variability in the severity of their 
phobia; eight out of 25 pat~ents who, at their worst were able to leave 
their homes unaccompanied for 30 minutes or less were able to pursue 
their normal activities on a better day (though not always anxiety 
free). Additionally, out of the 26 patients who were having menstrual 
cycles, aside from many reporting malaise during the premenstrual week, 
premenstrual exacerbation of the agoraphobia was experienced by only 10. 
The most corrnnon fears cited by the agoraphobic \\'Omen was the fear 
of becoming physically ill. This was often accompanied by the fear of 
causing a public disturbance in the process. In addition, in five 
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cases, the relation to the event that preceded the onset of the phobia, 
and the onset of the phobia itself were equivocal. Fifteen patients 
experienced background stress prior to onset and in nine of the 15 sub-
jects named above, a recognizable neurotic syndrome was present that had 
preceded the onset of phobia from a few days to eight years. Only seven 
patients identified discreet events that occurred at the time of onset 
and of those, only two were specific. No evidence of either background 
stress or specific versus nonspecific events was demonstrated for eight 
patients. 
Associated symptoms found among this group were depression, anxiety, 
and significantly more phobics reported depersonalization experiences, 
yet, control subjects reported experiences of depersonalization also 
indicating marked differences in past depersonalization history. Addi-
tional obsessional symptoms associated fears and phobias were reported 
by 28 of the 30 patients. The most commonly elicited were fear of 
heigl1ts and enclosed places. Others included fears of animals, fears 
of acting out impulses, being alone, and fear of fear (developing a 
panic reation). 
Relating to their past medical history, the average number of 
anasthetics ever received was 1.8 for the agoraphobic population. This 
was slightly higher than that of the normal control group. .~so, six 
patients reported at least one previous clear-cut episode of agoraphobia 
before the present attack, yet both patients and controls 1vere similar 
in terms of non-phobic psychiatric illness after the age of 16 (i.e., 
mild depression or anxiety). There 1vas no significant difference in 
regards to previous inpatient or outpatient hospitalization between the 
t\-.'0 groups of women except for the frequency of gynecological i1:!.:1ess 
in which 20 phobics as compared with 12 controls reported previous 
inpatient care for such disorders. 
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With regard to family history, 10 of the phobics came from homes 
containing others who were not part of the biological family (step 
parents, adopted siblings, etc.), as compared with one control .. ~so, 
there was no evidence of an excess of psychological disorders among 
phobic patient's parents or excessive drinking by the fathers. How-
ever, a slight excess of patients with at least one phobic sibling was 
shmm., especially for male siblings in the phobic group. In addition 
there Has no excess of childhood phobias in the offspring of agora-
phobics; 18% of the phobics' children and 25% of the controls' children 
were rated as phobic (not agoraphobic however). Moreover, no differ-
ence was found between phobics and controls in regards to having a 
special relationship with their mothers, yet ambivalence to\vards 
mother was significantly greater in the phobic group. The investigators 
hypothesized that this significance may be due to the phobic patient 
feeling dependent on their mother while at the same time resenting 
their dependence. 
Dependency \-.'as assessed by the investigators by questions 
directed to elicit a history of separation an.xiety after age eight, 
symptoms, and freedom to choose clothes only after reaching age 18. 
No differences were found between the two groups. 
Lastly, sexual develop1nent was studied in both the phobic and 
control group. Results demonstrated no difference between length and 
onset of menarche yet the phobic group complained of dsymenorrhoea 
(painful menarche) more often than controls. In addition, sexual 
adjustment and satisfaction prior to the onset of the agoraphobia was 
similar with that of the control group, however, after the onset of 
illness, 16 of the phobic women reported loss of libido as compared 
with only one control subject. 
SlJ!v~1ARY 
There are certain characteristics which have been 
consistent in the studies reviewed. These characteristics 
include the facts that agoraphobia affects more women than it does 
men, and more married individuals than it does single. In addition, 
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it seems to be consistently found tl1at agoraphobia rarely begins in 
childhood, more often presenting itself between the ages of 18 to 30, 
however, this range is somewhat variable in tl1at many people indicated 
the presence of agoraphobic symptoms prior to its actual onset. It 
was found in the majority of studies that the average age in which the 
agoraphobic individual seeks help appears to be approximately 35 years 
of age, and on the average, these individuals have suffered agoraphobic 
symptoms for about nine years. 
Furthermore, not only have many individuals suffered from the 
symptomatology of agoraphobia, but, many studies show that most have 
received previous treatment for their phobia. Those indicated by the 
literature included electro-conv~lsive therapy, psychotherapy, hypnosis, 
pharmacotherapy, and various types of behavioral therapy. It was also 
evident that a great majority of agoraphobics seek medical attention 
from general practitioners. .~though the majority of these people 
eventually seek some type of psychiatric assistance, they do so after 
first consulting a general practitioner and generally report few if 
any benefits. 
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Also consistently reported were corrnnon fears experienced by most 
agoraphobic individuals. These consisted of the following: fears of 
going out alone in open spaces, closed in spaces, shops, cars, crowds, 
trains, streets, travelling, traffic, eating or drinking in public, 
elevators, airplanes, and others. As a result of confronting these 
fears and experiencing adverse reactions which often results in high 
levels of anxiety, corrnnonly cited \vere fears of losing control, fainting, 
becoming mentally ill, having a heart attack, and causing a public dis-
turbance. In addition, most individuals reported anxiety as being their 
most outstanding symptom, and that it is the dread of such panic levels 
of ruLxiety that increase their avoidance behavior, and as a result, 
keep them fearful. 
Other symptoms that are corrnnonly fmmd to be associated with 
agoraphobia are depression, obsessions, feelings of depersonalization 
or derealization, sexual maladjustments, and high levels of generalized 
mLxiety. l\!oreover, many agoraphobic individuals have reported treat-
ment sought for problems other than their phobia. In addition, inter-
personal problems were frequently cited. These included dependency, 
irrnnaturity, repressive response style, unassertiveness and marked 
social anxieties. Also, subjects were almost always fmmd to be 
anxiety prone and demonstrated childhood neurotic traits. However, no 
significant premorbid personality problem seems to be present. 
Most of the studies consulted indicated that the precipitating 
factors that are most often associated with onset of the phobia revolve 
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around a major change in the agoraphobic's life situation. These include 
but are not limited to the death of a significant other, an organic 
illness, pregnancy, childbirth, marriage, divorce, after something of a 
threatening or calamitous nature, and work related problems. In addi-
tion, most studies report variability in terms of onset by panic attack 
versus onset of a gradual nature. There does not seem to be one con-
sistent mode of onset among individuals, yet once the phobia begins, 
most people report fluctuations and remissions of symptoms, with fluc-
tuations being most prominent during or after an illness . 
. ~though many studies indicate that a small amount of individuals 
have relatives with similar phobias, research also points out that there 
is no organic illness associated with agoraphobia. Useful strategems 
or security symbols often carried by the phobic individual include 
sucking candy, suitcases, newspapers, lU!lbrellas, canes, and shopping 
carts. Additionally it is rarely reported that agoraphobics find it 
easier to travel alone while the majority of individuals occupied their 
time with home duties, and only a small minority worked full time. 
Inconsistently reported in the literature was the degree to which 
agoraphobics experience marital satisfaction. Vfuile many studies indi-
cate that most agoraphobics are dissatisfied with their marriage, 
others report satisfactory marriages. Additionally there was discre-
pancy in terms of the background of agoraphobics. Some studies found 
a significant relationship between agoraphobia and unstable family 
backgrounds, while other studies indicate that agoraphobics come from 
very stable backgrounds. 
In summary, the material reviewed here suggests that the 
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description above might be characteristic of the agoraphobic individual. 
While this is not mea.'l.t to be all inclusive, it does provide some 
specific information that is useful in evaluating a client regarding 
agoraphobic tendencies and gives the reader a more detailed picture of 
the agoraphobic problem and characteristics that often accompany it. 
CHAPTER III 
PROCEDURES 
This chapter will provide the reader with a comprehensive defini-
tion and description of Terrap. This is considered valuable not only 
for understanding the Terrap program itself, but because it provided 
the information from which the data 1vas collected. In addition, this 
chapter contains the subjects, setting and procedure used in this 
study. 
Terrap is a 16 year old program which has helped individuals 
who suffer from fears, mLxieties and phobias, especially agoraphobia. 
Terrap was developed by a psychiatrist named Dr. Arthur B. Hardy, 
who had been studying agoraphobia for almost 10 years. Terrap 
originated in California and has now spread throughout the United 
States in which currently 22 different Terrap centers are located 
under Dr. Hardy's supervision. 
Terrap is a contraction for the phrase "territorial apprehensive-
ness" and came about originally as a non-profit orga"llization to help 
inform individuals of the problem of agoraphobia (since many individ-
uals 1vere suffering from agoraphobic symptoms and did not know it had 
a name) . TI1e name Terrap evolved because the problem involves terri tory 
as well as people being apprehensive about getting a distance from 
home. It was thus called Territorial Apprehensiveness and shortened 
to Terrap Incorporated. Aside from the non-profit aspect of Terrap 
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which currently sends out newsletters to agoraphobics all over the 
country, another aspect is that Terrap conducts, for a fee, therapeutic 
courses for agoraphobics. 
~fumy individuals are attracted to Terrap because it is a specia-
lized course that specifically helps agoraphobics and has had very 
positive results. In a popularly read magazine article, printed 
material revealed "80% of Terrap patients materially improved."2 In 
that same article, Dr. Hardy explains his belief that agoraphobia is 
a behavioral problem rather than a mental illness. Therefore, with an 
educational/behavioral orientation, the Terrap program is based on a 
combination of desensitization and relaxation techniques which are 
taught to agoraphobics. The individuals are helped to recognize dif-
ferent levels of anxiety which are rated from 1 (calm) to 10 (panic 
levels of anxiety). In slow and unthreatening steps, and often with 
the help of a support persOil, the individuals are urged to confront 
their fears while retreating if the level of anxiety goes up past a 
3 (each person being in touch with what their different anxiety levels 
feel like). 1~hen the individual's level of anxiety goes up past a #3, 
the person retreats, discusses his or her reactions, sensations, feel-
ings, etc., and tries once again when they have come down to a calmer 
level of anxiety. 
Since there do not seem to be any magical cures for agoraphobia, 
much of the solution also comes from agoraphobics being able to see 
2Family Circle Magazine, Prisoner of Fear, by Katherine Barrett, 
May 13, 1980. 
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that they are not alone with their fears, and that they are not mentally 
ill. Through involvement with Terrap, they are able to see that there 
are many others who suffer from the same problem, for a significant 
part of the Terrap course is conducted in groups. In a personal inter-
view with Dr. Hardy at the Chicago Terrap Center in November, 1980, 
Hardy told the investigator, " ... the group helps. They encourage each 
other tremendously. It is especially helpful in the beginning when 
everyone is loaded with or paralyzed with fear ... So they see people 
with the same problem and that don't look like crazy people. TI1ey 
begin to believe they don't look crazy."3 These group meetings proba-
bly entertain the most important aspect of the individual's e:x-perience 
with Terrap. Tilat involves taking the phobic individuals out into 
real life situations to help them come face to face with the things 
that cause them the most fear. 
Terrap centers generally offer either a 16 week course that 
meets twice a week or conducts two-week intensive programs that run 
eight hours a day, i\Ionday through Friday. The cost of either course 
is one thousand dollars. In addition, Dr. Hardy offers a correspondence 
course that has proven to be successful as well. 
As Terrap is a self-help educational program, the basic goal of 
Terrap is to help agoraphobics learn relaxation responses in place of 
the anxious ones that they :have come to associate TTlany situations 
wit:1. The course does not focus 0!1. Lisight therapy; it is focused on 
3 Personal interview with Dr. Arthur B. Hardy at the Chicago Stress 
Center, November 20, 1980. 
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desensitization techniques, disinhibition training and assertiveness 
training. Terrap encourages a support person, friend, or spouse to 
accompany the agoraphobic to the Terrap sessions. The theory behind 
this is that as the agoraphobic begins to become more assertive and 
open, it is important for the person closest to them to be able to 
understand what is happening. Also, by attending the sessions, the 
support person can be enlightened to better understand the agoraphobic's 
experiences. 
In the same interview previously mentioned with Dr. Hardy at the 
Chicago Terrap Genter, he commented on what percentage get better as a 
result of Terrap. He clarified that his results were based on clinical 
impressions rather than on statistics. He divides graduates of the 
program into five categories. He feels that the first 20% (or twu 
out of 10 people), " ... will catch on to what the problem is, it is 
meaningful to them, they know what to do and they're off and running 
after about a month ... or two months ... you get post cards from them from 
all around the world ... and then other than that we don't see then1 
because they don't want to have much connection with us or anyone that 
has the problem, because they don't want it to rub off on them ... it's 
like they've graduated from college and what the hell do you want to go 
back to college for?" Hardy feels that the next 20%, " ... will go 
through the whole course and then they'll sort of sink in the course, 
and then they'll begin to pick up and start doing things themselves, 
and they do fine; so there's 40% of the people that He see that do 
really well through the course." Dr. Hardy feels the third 20% does 
in fact get better yet has more of a struggle. He said," ... it takes 
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them a year or two years, and most of them need extra help ... They'll 
need jndividual psychotherapy, they'll need marital therapy ... family 
therapy ... or some kind of guidance and direction ... " The fourth 20% 
has to struggle even harder. rfardy does not feel that they get a com-
plete recovery, but instead, " ... they do get enough recovery so that 
they can go to the store, do their shopping ... they can get by with a 
little alcohol or a few tranquilizers ... and they settle for that." 
Lastly, Dr. Hardy feels that the last 20% are failures and he has been 
unable to account for the reason. He speculates that this may be due 
to the fact that some of these people have "schizoid" tendencies and 
that " ... their thinking is so inaccurate and mixed up and bizarre ... that 
I don't think you can change their cognitive position enough to cio it 
for them, at least I haven't been able to. tvlaybe someday we can when 
we know more about it."4 
The Chicago Terrap Program has been in existence for four years 
and is currently housed at 2530 North Lincoln Avenue. The directors 
are Bonnie Rudolph, Ph.D., and Beth Weissman, Ph.D. 
Subjects 
Subjects for this study consisted of 78 agoraphobic individuals 
(58 females and 16 males) between the ages of 25 and 63, both single 
and married, and of various occupations. 
having completed Chicago's Terrap Program. 
Criterion for selection was 
Subjects were from different 
areas of the Midwestern United States and were judged to be agoraphobic 
by criterion established by Terrap Incorporated on the basis of 
4Ibid. 
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information obtained from the in-depth questionnaire that is completed 
prior to acceptance into the program. The criterion was assessed by 
qualified psychologists prior to this study (See Tables 1, 2, and 3). 
~lethods 
The method for collecting data for this study involved a compre-
hensive review and analysis of the subjects' in-depth questionnaires. 
The data that was collected was coded and assembled into various 
scales and categories developed by the investigator as they specifically 
related to each question; with the exception of occupation categories 
i~1ich were taken from Baer and Roeber (1951). 
Data was then treated so that means and percentages could be cal-
culated and reported. Data collection and data analysis were both 
carried out by the investigator. Permission to study these question-
naires was granted by the administrators of Chicago's Terrap Program. 
In addition, as a result of the investigator's work with Chicago's 
Terrap Program, the questionnaires were available for review. 
The last three pages of the in-dept11 questionnaire were disre-
garded for the purposes of the present study as the questions asked 
were intended to screen out those persons with problems unrelated to 
agoraphobia. In view of the fact that the sample population for this 
study was judged to be agoraphobic, eliminating these items was 
believed to be appropriate. 
01APTER IV 
RESULTS 
This chapter presents the data from the present investigation. 
The data are presented in the order in which the items appeared on the 
questionr1aire. This allows the reader to easily refer to the question-
naire while evaluating the data. The questionnaire is in Appendix A, 
page 77. 
Demographic Results 
From a sample population of 74 agoraphobic subjects, 16, or 
21.62% were males and 58 or 78.38% were females. ~men tt.. 1 r ... l l g _le ma e 
population, the average age was 34.31 years while the average age of 
agoraphobic onset was 24.94 years. For the female population, the 
average age was found to be 36.47 years ivith an average age of 
agoraphobic onset being 25.75 years. Additionally, the mean agoraphobic 
symptom duration for males was found to be 9.38 years and 10.84 years 
for females. 
For the total population, 73% were married, 17.6% were single, 
8. 1% were divorced or separated, and 1. 4% were widowed. \"/hen separated 
by sexes, the results showed that a greater percentage of females, as 
compared to males were married at the time the data ,_.,,as recorded, 
while the percentage of both divorced and single males was greater 
than that of the female population (See Figure 1). 
Subjects came from seven midwestern states and one southern 
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Table 1 
Average Age and ~~rital Status by Percentage of Subjects Separated by Sexes 
Sex 
Male = 21. 62% 
Female = 78.38% 
Average 
Age ~rried Divorced Si!J.gle S~arated 
34.31 SO% 
36.47 79.31 
12.5% 
5.17 
37.5 
12.07 
0 
1.72 
Widowed 
0 
1.72 
V-1 
1.0 
Males 
Females 
Table 2 
Residence of Subjects According to Sex 
(Percentages) 
IITinOfs~-rowa Wlsconsln~Indiariarvlissourl~--F1orTa<f ~1/UchTgan - Kansas _ 
62.5 6.25 12.5 18.75 
72.41 1.72 10.34 5.17 
0 
3.45 
0 
1.72 
0 
3.45 
0 
1.72 
+>-
0 
Male 
Female 
Table 3 
Occupation of Subjects According to Sex 
(Percentage) 
Professional, Clerical 
Technical & ~chanical 
& Managerial Sales Work Unemploled Service 
56.25 18.75 18.75 6.25 0 
12.06 17.24 1.72 0 5.17 
Housewife Student 
0 0 
50.0 5.17 
Retired 
0 
1.72 
~ 
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Figure 1 
~~rita1 Status of Subjects Separated by Sex 
Single Divorced Separated or 
Widowed 
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state (See Table 2), with an average number of children being 1.00 for 
male subjects and 1.43 for female subjects. Also, of the 74 subjects 
examined, 39.19 were housewives, 21.62% had professional, technical or 
managerial skills, 17.57% were clerical or sales workers, 5.41% worked 
in a mechanical capacity, 4.05% worked in a service capacity, 4.05% 
were students, 1.35% were retired, and 1.35% reported that they were 
unemployed. In addition, 5.41% of the sample population gave no answer 
to this question (See Table 3). 
In addition, when educational background was assessed, 52.7% of 
the subjects were found to have had some college or post college 
education. The remaining 47.3% of the subjects either had the equiva-
lent of some high school education or did not respond to the question. 
Four individuals did not respond. 
Phobic Onset 
~hen asked under what circumstances their phobia began, subjects 
provided information that was categorized by the investigator into ten 
groups. Based on the limited scope of the questionnaire, it \vas impos-
sible to effectively categorize responses in a research oriented 
system. Thus, the data indicated only where the phobia first began. 
The leading circumstances under which the phobic condition first 
began were found to be as the subject was driving (17.6%), while the 
subject was at work (13.5%), in public places such as restaurants, 
banks, shopping centers and while using public transportation (14.9%) 
and finally, in circumstances such as hospitalization after an abortion, 
involvement in a car accident, etc., which \vere considered to be, by 
the subject, emotionally stressful (16.2%). Other less common 
44 
circumstances under 'vhich the phobia presented itself included while 
at school (6.8%), while in church (5.4%), within various social situa-
tions (8.1%), while in one's horne (10.8%) and finally, while crossing a 
major street (4.1%). Only two respondents did not give an answer for 
this question. 
Regardless of the situation under which the phobia first began, 
74.3% of the subjects reported that their problem started with a 
sudden panic attack, while 18.9% denied such an occurrence. In addi-
tion, 6.8% were unsure as to whether or not they experienced a panic 
attack at the onset. 
Subjects, when asked about having experienced similar symptoms 
prior to the present onset answered yes 56.8% of the time and no 43.2% 
of the time. Since the time of the onset of their agoraphobia, 31.1% 
of the subjects overall believed that their condition had improved, 
and there appeared to be little difference between males and females 
with regards to improvement. By contrast, 43.2% actually felt that 
their condition had worsened since their phobia first began. Of the 
remaining subjects, 4.1% and 16.2% felt either their phobia remained 
the same or fluctuated respectively. Four individuals gave inappropriate 
responses to the question by merely answering yes, or no, thus, it was 
not clear to what they were referring. 
In evaluating responses to the question of restriction as it 
related to their agoraphobia, 14.9% of the total sample population 
(6.3% males and 18.5% females) believed that they were less restricted 
when alone than when accompanied by others. On the other hand, 68.9% 
of the sample population indicated that they felt better when 
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accompanied by others. When separated by sex, it Has found that within 
this group (accompanied by others), 62.5% were males and 75.9% were 
females. Finally, 16.2% of the sample population noted that this 
situation varied depending on how they were feeling on a particular 
day. Additionally, when questioned about their reaction to venturing 
out alone beyond what they considered to be their safety limits, 67.6% 
of the sample population described their reaction as being severe. 
The investigator categorized responses as severe when they evoked a 
panic attack or very high levels of anxiety resulting in various 
uncomfortable physical symptoms. Moderate levels of anxiety were 
expressed by 27.3% of the sample population. The types of reactions 
experienced by these individuals were uncomfortable but tolerable 
levels of anxiety. Only 1.4% of the sample population indicated 
that their reactions towards venturing out alone were mild, consisting 
of low levels of mLxiety and mild emotional discomfort. In addition, 
three individuals either gave inappropriate answers or did not answer 
the question at all. 
Medical History 
The medical history of the 74 agoraphobic subjects indicated 
that the vast majority did not present themselves as having unusual 
case histories. ~bst childhood diseases that individuals had consisted 
of such common diseases as chicken pox, mumps, measles, pneumonia, 
and rubella. In addition, only a very small number had any type of 
complication associated 1vith any specific disease. Few subjects had 
serious illnesses or injuries, and most operations were performed for 
routine surgeries such as appendicitis, tonsillitis, gynecological 
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problems and hernias. ~bst of the subjects reported that hospitaliza-
tions were related to the above mentioned surgeries or for childbirth. 
Finally, the subjects appeared to be in good health and took few 
medications, the most common of which was a minor tranquilizer. 
Precipitating Factor 
The most common precipitating factors found among the sample 
population, as seen in Table 4, were marital problems (29.73%), 
separation from loved ones (24.32%), problems with parents or in laws 
(20.27%), financial problems (14.86%), and work related problems 
(12.16%). Less common precipitating factors were social pressures, 
death of a family member, being newly married, being ill, after child-
birth, having a sick family member, leaving home, ending a significant 
relationship, after a bad drug experience, having a career dilemma, 
after an abortion, and problems '~ith school and with children. 
Exacerbating Situations 
Several items were selected to be reported here because they were 
most frequently cited as those that produced panic for the phobic 
individual when rated on a scale from one to six (one indicating no 
problem and six being a panic state.) Therefore, statistics quoted 
here are for that group of subjects who rated themselves a six for 
each specific situation listed. 
For the male population, 56.25% felt panick)' when in a situation 
in which they felt trapped, SO% indicated a panic reaction to display-
ing severe symptomatology in public, and 37.5% responded that they 
felt panic on an airplane. For the female population, the most 
frequently indicated situations that produced panic when rated on the 
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Table 4 
Precipitating Factors Associated with Agoraphobic 
Onset According to Sex 
M F M & F 
~arital Problems 43.75% 27.59% 29.73% 
Financial Problems 0% 18.96% 14.86% 
.Abortion 0% 1. 72% 1. 35% 
After Childbirth 6.25% 5.17% 5.40% 
Newly Married 0% 10.34% 8.11% 
Ended Relationship 0% 3.45% 2.70% 
Ill Family Member 6.25% 5.17% 5.40% 
Social Pressures 0% 12.07% 9.46% 
Work Related Problems 18.75% 10.34% 12.16% 
Separation from Loved Ones 43.75% 18.96% 24.32% 
In Law-Parent Problems 31.25% 17.24% 20.27% 
Death of a Family Member 0% 12.07% 9.46% 
Subject Illness 12.5% 6.90% 8.11% 
Leaving Horne 6.25% 3.45% 4.05% 
After Drug Experience 6.25% 1. 72% 2.70% 
Career Dilemma 12.5% 0% 2.70% 
School Problems 6.25% 0% 1. 35% 
Problems with Children 6.25% 0% 1. 35% 
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same scale were: 56.9% when in a situation in which she feels trapped, 
46.55% in regards to the fear of having a reaction in public, and 
46.55% when driving alone on the freeway. 
Finally, it is worth noting that for this population, those 
situations 1.ffiich were cited most often as causing little or no problem 
included signing one's name in front of another, crossing bridges, 
remaining alone, going through a supermarket line and eating in a 
restaurant. Interesting to note is the fact that, for males, driving 
on a freeway was considered to be of little or no problem by 43.75% for 
that specific item. Total percentages for all items responded to can be 
found in Appendix B, page 91. 
Symptoms 
In reviewing the symptomatology, several items were cited as 
being those symptoms that have the most severe effect on the agoraphobic 
individual during a panic attack. These symptoms were those rated by 
individual subjects as a five on a severity rating scale of one to 
five (one indicating no effect and five indicating severe effect). 
TI1e syn~tom rated as most severe by both males and females was 
a rapid and heav-y heartbeat and was indicated by 56.76% of the individ-
uals. Additionally, 41.89% rated dizziness or lightheadedness as 
severe, 40.54% indicated feeling ·shaky inside and out as having a 
severe effect, and weak or rubbery knees ~~as found to be severe in 
39.19% of the subjects. Symptoms most often cited as having the least 
effect were a stiff neck, 56.76%, headaches, 52.70%, and nausea or 
vomiting, 48.65%. Total percentages for all items responded to can be 
found in Appendix C, page 93. 
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Internal Sensations and Feelings 
\\hen subjects were asked to rate their internal sensations and 
feelings on a scale from one to five (one being none and five being 
intense), certain sensations and feelings were most prominent. In 
looking at the population as a whole, the most intense sensations 
experienced included fear of losing control of oneself indicated by 
48.65%, feeling of doom or apprehension indicated by 32.43%, sensitivity 
to rejection indicated by 31.08%, the urge to run, scream or jump indi-
cated by 29.73%, and worrying about getting help when away from home, 
which was indicated by 29.73%. The sensations that were least bother-
some were changes in colors, tastes or sounds, 81.08%, feelings that 
one doesn't hear, see, taste, or feel things as others do, 68.92%, and 
feelings of numbness in arms or legs, SO%. Total percentages for all 
items responded to can be found in Appendix D, page 95. 
Previous Attempts at Cure 
.-'\mong the male population, 81.25% had sought some form of previous 
therapy prior to seeking help from Terrap while 18.75% had not. Similarly, 
75.86% of the female population responded that they also sought previous 
help while 24.14% sought none. A statistic on the nature of the 
previous therapy that was sought by the sample population is not 
available to the reader as many individuals failed to indicate this on 
their questionnaire. Of those that did indicate the type of therapy 
that was previously sought, psychotherapy, pharmacotherapy and behavioral 
therapy Here most popular. 
Previous attempts to resolve their problem aside from therapy 
included self-help methods such as reading psychology books and seeking 
religious support. Psychology books were read by 74.32% of the total 
sample population 1vhile 25.68% did not. .Also, 48.65% of the sample 
population turned to religion for help, while on the other hand, 
51.35% did not. 
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Additionally, 79.73% of the sample population indicated that they 
carried a security symbol of one form or &J.other. The nnst cdnnnon support 
1vas a tranquilizer, carried by 47.3%. Other frequently mentioned objects 
were gum, carried by 14.86% of the subjects, hard candy, carried by 
13.51% of the subjects, and cold drinks, carried by 10.81% of the 
subjects. Other less common security symbols included alcohol, smelling 
salts, medication, cigarettes, antacids, rosary, plastic bag or bucket, 
paper notes from a friend, marijuana, food, toilet paper, needlepoint, 
sunglasses and keys. Of the sample population, 20.27% indicated that 
they carried no security symbol at all. 
Dependency 
Of those female members who were married, 19.30% admitted that 
they were most dependent on their spouse. In the male population, of 
those who were married, 75% found their spouse to be their main source 
of dependency. There were 17.3% of the married women who depended 
upon their child whereas none of the males indicated such dependency. 
Other people upon whom married females depended were: analysts, girl-
friends, and the woman's mother. Only 4.35% indicated that they did 
not have anyone upon whom they felt dependent. Additionally, 25% of 
the married males reported that they depended on no one. 
Of the single population, including divorcees, widows and those 
separated and non-marrieds, the most common person depend~d upon by 
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both males and females was the person's mother. There were 33.3% of 
the single females and 37.5% of the single men who so responded. Both 
males and females indicated that they depended upon a close companion 
of the opposite sex. Single females indicated this 25% of the time 
and single males 25% of the time. Additionally cited as a source of 
dependency for single women was her girlfriend and also cited for men 
was the person's father. Furthermore, 33.33% of the single women and 
12.5% of the single males indicated that they were dependent upon no 
one. It should be noted that combined percentages may exceed 100% as 
many respondents indicated more than one person upon whom they depended. 
Closeness 
~Vhen questioned about their reaction to being alone, cut off, 
or separated from those close to them, 65.2% of the female population 
indicated that they would be terrified of such an occurrence, 8.62% 
indicated it would cause them no significant problem as long as they 
were at home, and 8.62% indicated it would be no problem at all. Of 
the female population, 1.72% indicated that they could manage but did 
not like the idea and 1.72% of the female population indicated it 
would be a relief because they would not have to push themselves to 
do the things that they did not want or felt that they could not do. 
Additionally, 12.07% of the female population indicated that they 
could not answer the question because they did not know what their 
reaction would be under such circumstances. 
For the male population, 56.25% indicated their reaction would be 
one of being terrified at being alone or cut off from those close to 
them, 18.75% indicated it would be no problem for them at all, and 
6.25% did not know how they would react under such circumstances. In 
addition, 12.5% of the male population did not answer the question. 
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When questioned about whether closeness to another person was a 
problem for them, 53.45% of the females and 50% of the males indicated 
that this was a concern. In almost all cases, the problems revolved 
around the dependency that often accompanied closeness. On the 
other hand, 39.65% of the females indicated that closeness to another 
person was no problem, and 31.25% of the males indicated the same. One 
female and two males gave no answer to this question. 
\~en asked about their ability to maintain versus lose their 
identity when in a close relationship with another person, 37.93% 
of the females and 25% of the male population indicated that they lose 
their identity when involved with another. On the other hand, 58.62% 
of the females and 43.75% of the males felt that they maintained their 
identity when involved with another person. Of the total sample 
population, 6.76% were unsure of this while three males did not answer 
the question at all. 
Background and Family 
In assessing the individual's family, cultural, and religious 
background, responses given by the subjects were often times incomplete. 
Therefore, it was possible to fully appreciate only the stability of 
the primary family. This was in response to whether or not a subject 
came from a home in which their background was stable (this category 
includes those parents who lived together in reasonable harmony) versus 
an unstable background (parents being divorced, separated or having 
other particular problems). 
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Of the total population, 78.38% of the individuals indicated 
that they came from a stable background in which their parents had a 
reasonably happy 1narriage. Those individuals whose responses indicated 
that they came from unstable backgrounds that included parental suicide, 
alcoholism by one or both parents, divorced or separated parents totaled 
21.62%. It is interesting to note that of this grot~, 5.40% of the 
individuals had a parent(s) who was alcoholic. 
When the sample population was asked about family history of 
nervous breakdown, 20.27% remarked that someone in their family had 
suffered at least one nervous breakdown while 79.73% indicated that 
there was no such history in their family. In addition, only one 
female subject indicated that she had suffered a nervous breakdown prior 
to seeking help from Terrap. However, when questioned about whether 
other family members nad eA~erienced difficulties similar to that of 
the respondents, 62.16% indicated that others in their family have 
experienced similar symptoms while 37.84% responded no. 
Fears 
Subjects were asked to respond on a scale of one (low) to five 
(high) to those objects, situations &!d exoeriences that were so dis-
turbing that they created fear or other unpleasant feelings. It was 
reported by 68.92% that losing control was very disturbing, 54.05% of 
the subjects indicated that speaking in public was very disturbing, 
and the prospect of having a surgical operation was reported as being 
very disturbing by 52.70%. Several items appeared to be of no disturbance 
for the individual. It was indicated by 64.86% that nude men or women 
caused no disturbance, 52.70% reported thunder as causing no disturbance, 
a11d sirens were reported by 51.35% as causing no disturbance. 
The next chapter will present the conclusions of these results 
and related recommendations. 
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GIAP1ER V 
DISCUSSION 
Phobias have been present in society and described in the 
literature since the fourth century B.C. In its strictest definition, 
a phobia is a pathological fear that is both persistent and unadaptive. 
1ne individual who has a phobia intellectually knows that what they 
fear is irrational and of minimal or no danger, yet cannot overcome 
it. As a result of this condition, there is a displacement of anxiety 
from some object or situation to another type of object or situation. 
This phobic object or situation then symbolizes the original object 
or situation and the person begins to substitute fear for anxiety. 
~~y different types of phobias have been identified and investi-
gated, however, some types of phobias have not. Agoraphobia is one 
such phobia that has only recently been identified as a prevalent 
problem. 
Agoraphobia was operationally defined as a fear that is so 
generalized that it encompasses many situations, places and things 
including open spaces, closed spaces, distance from home, grocery 
stores, theaters, bridges, crowds, travel, driving and any place that 
one feels trapped. 
The present investigation was undertaken to study those individ-
uals suffering from agoraphobia who sought the help of Chicago's 
Terrap Program. This was done with the intention of developing a 
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character profile to be applied to agoraphobics in general and to be 
paralleled with what has been documented in the existing literature. 
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It was hypothesized that the population studied here would be consistent 
with agoraphobics in general, while at the same time ellucidate certain 
characteristics that may add to one's knowledge of the specific popula-
tion. 
Seventy-four subjects (16 males and 58 females), primarily from 
the MJdwestern United States were sampled. These individuals were 
both single and married, of various occupations and ranged in age 
from 23 to 63 years. 
In-depth questionnaires were filled out by applicants prior to 
their acceptance into the Terrap Program and were analyzed. The method 
of collecting data invulved a comprehensive review and analysis of 
these questionnaires. This data was later coded and assembled into 
various scales and categories that were developed by the investigator. 
~breover, the data was treated so that means and percentages could be 
calculated. 
In the population studied here, the percentage of males was 
21.62% while that of females was 78.38%. This female predominance 
agrees with that which was consistently found by Hand and Lamontagne 
(1974), ~~rks and Gelder (1966), Snaith (1968), Goldstein and Chambliss 
(1978), Weekes (1970) and ~~rks (1970). In all studies reviewed, 
anywhere from 60% to 90% of the population were female. It appears 
that despite current trends of the increasing numbers of working 
women, speculations for this predominance rests upon the assumption 
that women are more prone to developing agoraphobia because society 
provides for women the social acceptance of the role of raising 
children and taking care of the home. Therefore, their horne becomes 
a setting of safety and shelter. On the other hand, men, for whom 
society provides the 1~le of wage earner, must most often work away 
from home, and therefore are not afforded the same sense of security. 
The development of this sense of security is further supported 
by the institution of marriage, in which women have certain societal 
roles. This was apparent in the current study where 73% of the total 
population were married and from which the greater proportion were 
females. This characteristic is prevalent as well in the literature 
(Hand and Lamontagne, 1974; Goldstein and Chambliss, 1978; Pepler, 
1977; Weeks, 1978(a,b); and Marks, 1970). Furthermore, this specula-
tion is supported by the fact that in the present study more males 
were divorced and single when compared with females. 
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The sample population investigated appeared to be quite similar to 
other groups of agoraphobics who have been studied in terms of the age 
of the sample population. With the exception of a study done by ~~rks 
and Herst in 1970 in 1vhich the average age of agoraphobics studied was 
42, the average age of respondents in the present study was in agreement 
with all other studies reviewed (Hand and Lamontagne, 1974; Marks, 
1966; and ~~rks and Gelder, 1966). Furthermore, the mean agoraphobic 
symptom duration found among the studies aforementioned correlates 
closely with that which was found in this inv~stigation. Mbreover, 
the age of onset of agoraphobia for the individuals in the present 
study falls within all of the ranges of ages given in previous studies 
O·~rks and Gelder, 1966; Roberts, 1964; ~~rks, 1966; and Weekes, 1978b). 
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It is possible to speculate that because the differences found 
between males and females in this study with respect to the age of 
agoraphobic onset and symptom duration were minimal, and despite the 
greater percentage of reported females lilth agoraphobia, that the 
occurrence of agoraphobia is not as influenced by gender as it may 
seem. Furthermore, because of societal stereotypes, there may in 
actuality be more male agoraphobics than are statistically represented. 
It seems, therefore, that some other factors are important influences 
in a person's development of agoraphobia. It has been hypothesized by 
Solyom, Silberfeld and Solyom (1976) that agoraphobia can be seen as an 
early attachment bel1avior, made more tenuous by the presence of an 
overprotective mother. It is also interesting to note that individuals 
often times suffered with symptoms for approximately ten years. This 
leads one to believe that agoraphobia has been unrecognized or mistaken 
for other problems and/or it is a chronic problem with significant 
treatment failures. 
Also interesting to note is that the age of agoraphobic onset 
corresponds to a time in an individual's life in which he or she seeks 
out independence. However, if the agoraphobic had an overprotective 
mother, they could find themselves in a situation of dependence, 
fostered by feelings of inadequacy, inability to be self sufficient and 
with fears of responsibility. Ultimately, when separation from 
parents or spouse is imminent, the agoraphobic may find it difficult 
to separate due to the creation of a conflict between the desire to 
separate while at the same time feeling incapable of doing so. 
There has not been much written about occupation and its 
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relationship to agoraphobia in the current literature, therefore, 
consideration of that relationship here is purely speculation. In the 
present study, 47.3% of the sample population were either housewives, 
retired, unemployed or did not answer the question. In comparison, 
Weekes (1970) found that 78% of her female sample were occupied by hone 
duties. Although no certain conclusions can be dra~n about such rela-
tionships, it is possible to speculate that those individuals who have 
no place to go on a daily basis are more susceptible to the development 
of agoraphobia. However, it must be realized that more research is 
needed to demonstrate this more soundly. 
In its strictest definition, those individuals characterized as 
having a neurosis of one form or another, including phobias, tend to be 
of the more educated, upper middle and upper classes (Rowe, 1975). How-
ever, in the present study, there l<las no difference found between 
those who were highly educated and those who were not. Furthermore, 
the percentage of people who were professionals and considered to be 
more educated was small. This finding is consistent with the findings 
of l\farks (1966, 1970). This leads one to believe that agoraphobia may 
not be a typical neurosis, if one at all. 
The onset of agoraphobia appears to be significantly traumatic 
for the individual so that it is not easily forgotten. This is demon-
stated not only in the present study where only 2.70% of the sample 
population could not recall where the onset first occurred, but also 
in the literature (Roberts, 1964). The reason the onset seems to be 
so well remembered is the fact that for the greatest percentage of 
subjects in the present study, their phobia began with a panic attack 
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which is characterized by physical and emotional symptoms that are 
often foreign, severe, uncontrollable and frightening for the individ-
ual. This was first described by Roberts (1964), and was later supported 
by Snaith in 1968 and Marks in 1970 who also describe the panic attack 
in many of their subjects studied. 
Buglass, Clarke, et.al. (1977) found that 20% of their sample 
population had experienced at least one clear cut agoraphobic difficulty 
prior to their study. In the present investigation, the percentage 
was much higher. The underlying implication of these results is that 
those individuals are susceptible to agoraphobia because of possible 
underlying personality traits which may activate agoraphobic like 
symptoms prior to manifesting the complete agoraphobic syndrome. Others 
have made similar observations and have gone further in describing 
agoraphobic personality types as being unassertive, having marked 
social anxieties, being dependent, and having repressive response 
styles (Goldstein and Chambliss, 1978). It should be noted that these 
personality factors are said to be present throughout the individual's 
life and prior to the onset of agoraphobia and serves as a significant 
factor in the development of agoraphobia. 
The clinical course of agoraphobia seems to be characterized by 
remissions and exacerbations. This was found to be true in previous 
investigations as well as in the present study (Roberts, 1964; Snaith, 
1968; ~~rks, 1970; and Buglass, Clarke, et.al., 1977). This also seems 
to be related to the interaction bebveen the underlying personality 
characteristics of the agoraphobic and the different reoccuring life 
situations. The exact circumstances which either improve or 
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worsen the agoraphobic's symptoms are not precise, however, it must be 
kept in mind that this entity has fluctuating severity and is very 
likely the result of both environmental and psychological factors. 
Since the nature of a panic attack makes it a frightening experi-
ence for the individual, many agoraphobics find they are less 
restricted outside of their area of security when accompanied by 
another person. This was demonstrated in the present study as well 
as in the literature (Hand and Lamontagne, 1974; Gelder and Marks, 
1966; Marks, 1970). Furthennore, in the present investigation, of 
those who felt better when accompanied by others, the greater percen-
tage were females. In general, it is understandable to believe that 
in a situation of personal crisis, an understanding companion could 
help to mollify the situation and provide assistance if necessary. 
~breover, a greater percentage of the sample population believed their 
agoraphobic reaction was most severe when they ventured beyond their 
boundary of security alone. However, this is not the case in all 
circumstances as some of the respondents in the present investigation 
preferred to venture out alone. The investigator believes that this 
too is understandable because then the individual does not place him-
self in a situation that would be embarrassing, would make one feel 
dependent on another or unable to do what is best for themselves. 
Others however (.Marks, 1970), have found that the desire to venture 
out alone is the exception rather than the rule. Finally, there were 
those individuals from the present investigation lvhose feelings on this 
matter varied depending upon the situation and how they were feeling 
on a particular day. 
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From the literature reviewed, there is no evidence given connect-
ing previous medical history with agoraphobia. The only exception seems 
to be the higher number of individuals who receive gynecological 
attention. The reason for this seems clear because the greater per-
centage of reported agoraphobics are women. However, in the present 
study as well as others, individuals sampled appeared to be in good 
health. Therefore, no medical predisposition seems to have been 
identified in relation to agoraphobia, however, this possibility can-
not be entirely ruled out. 
The observations regarding those events as indicated by respondents 
to be precipitating factors in the onset of their agoraphobia concur 
with subject responses in studies by Roth (1959), Chambliss and Gold-
stein (1978), ~~rks (1970) and Buglass, Clarke, et.al. (1977). The 
results obtained from the present investigation are similar to other 
studies in that the precipitating event is considered to be stressful, 
however, those stressful events reported in other studies may differ 
somewhat from those described here. Therefore, it seems worthwhile 
to consider the possibility that these "so called" precipitating events 
were in actuality merely a catalyst for the expression of the agora-
phobic syndrome. This speculation takes into account the cumulative 
effect of prior stressful situations on the unassertive, dependent 
and anxious personality that the agoraphobic has been described to 
possess (Gelder and ~~rks, 1966 and Goldstein and Chambliss, 1978). 
Consequently, no specific precipitating event can be described as 
being the cause of agoraphobia because, for some individuals, the 
event is a major stress or life change, while for others, it may be of 
lesser magnitude. The determining factor therefore seems to be based 
upon the individual's susceptibility at a particular time and place. 
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Thus far, it seems apparent that the agoraphobic personality 
typifies the need of an individual to feel in control of the situations 
in which he finds himself. Therefore, it is not surprising that there 
is considerable agreement between the present study and those previously 
reviewed with respect to those situations which exacerbate the agora-
phobic syndrome (Buglass, Clarke, et. al., 1977; Marks, 1970; fvfarks and 
Herst, 1970; Roberts, 1964; Snaith, 1968; and Gelder and ~hrks, 1966). 
That is to say that a high percentage of subjects indicate that some of 
the most disturbing situations are those in which the person is likely 
to feel trapped, likely to display symptomatology in public and/or have 
a physical or emotional illness. Why is it the agoraphobic feels the 
need to be in control is not completely understood. 1\~ether or not it 
is a compensatory mechanism for the agoraphobic's feelings of dependency, 
fear of panic in a stressful situation, or some underlying immaturity 
will require further research. 
The hallmark of the agoraphobic syndrome is its hyper anxiety 
state. This state is described by its very typical and consistent 
symptomatology which often times consists of tachycardia, hyperventila-
tion, dizziness, lightheadedness, weak knees, sweating, numbness and 
tingling in hands, trembling, feeling feverish, dysphagia, tightness 
in chest and others. Furthermore, aside from generalized feelings of 
sympathetic nervous system over activity, subjects often describe 
various internal sensations as well. These involve feelings of 
depersonalization, feelings of doom or apprehension, derealization, 
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and feeling as if they may go crazy. It seems obvious that these 
feelings are the result of the combined effect of biological, environ-
mental and psychological input. 
The chronicity of agoraphobia is obvious when one reviews not 
only the mean symptom duration, but also the varied attempts at cure 
sought by people suffering from agoraphobia (Hand and Lamontagne, 
1974; Weeks, 1970). Over 50% of subjects in studies reviewed here had 
sought some form of previous therapy prior to that which was reported 
in the various studies (Weekes, 1970 and Marks, 1970). In the present 
study, 76% of the sample population had sought some form of therapy 
prior to seeking help from Terrap. These included pharmacotherapy, 
psychotherapy, and different forms of behavioral therapy. Additionally, 
a good percentage of individuals in the present study sought to resolve 
their problem through self-help methods such as reading psychology 
books or seeking religious help. Finally, a major percentage of the 
sample population at the time they were asked felt the need to carry 
various objects that served as a security symbol for them; the most 
common of which was valium. This need was also discovered by ~~rks in 
1970 when he found that certain strategems were described as being use-
ful in decreasing the amount of panic experienced by the agoraphobic 
individual. 
There seems to be three messages conveyed within the statistics 
relating to the various attempts at care. First of all, the long 
duration of agoraphobic symptoms and the fact that many of the individ-
uals in the present sample population as well as those in other studies 
sought previous help is an indication that agoraphobia continues to be 
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an entity that is difficult to recognize, poorly understood by laymen 
and many professionals and has a high rate of treatment failure. 
Second of all, because individuals sought help for their problem 
through reading and religion there seems to be an indication that pro-
fessional people in general are not solely capable of curing the pro-
blem. Finally, despite the therapeutic methodology utilized by an 
individual, the fact that so many individuals must carry a security 
symbol forces one to recognize that the present forms of therapy 
available are less than optimal. Continued research into therapeutic 
modalities for the treatment of agoraphobia is essential if there is 
ever to be a hope for permanent cure . 
. ~ has been previously indicated in the literature, the agora-
phobic is often described as having, among other things, a dependent 
personality type (Roth, 1959; Chambliss and Goldstein, 1978; ~~rks, 
1970). It has also been shown from the present investigation and 
others that most agoraphobic individuals are rrore comfortable outside 
what they perceive as their boundary of security when they are accom-
panied by another person whom they feel that they can trust. The 
present investigation concurs in finding that among married subjects, 
the spouse tends to be most depended upon. Also among the single 
population the most common person depended upon was the person's 
mother, with others being a close friend or a companion of the opposite 
sex. 
The most significant aspect of these findings is the fact that 
dependency is an integral part of the agoraphobic syndrome as well as 
an underlying personality trait. ~breover, by being dependent on 
another individual, the agoraphobic requires companionship in order 
to gain mobility and to do the things that he or she might otherwise 
be unable to do. In view of this, the agoraphobic fosters his 
dependency and perpetuates the agoraphobic syndrome. The end result, 
unfortunately may be a disease that is more severe and more difficult 
to cure. Therefore, it seems that to achieve greater success in 
treatment, the agoraphobic must be made to understand the nature of 
his or her dependency and helped to regain independence. 
Another characteristic related to both dependency and the need 
for companionship is that of closeness, which is unrepresented in the 
literature. For the purposes of the present investigation, this 
characteristic comprises three elements; being cut off from others, 
the ability to form close relationships, and the ability to maintain 
one's identity in a close relationship. The greatest percentage of 
both males and females indicated that being cut off from those that 
are close to them is an unfavorable situation and forming close rela-
tionships with others is often problematic. It seems reasonable to 
believe that this is the case, again, because of the agoraphobic's 
underlying dependency needs, immaturity and marked social anxieties. 
Furthermore, it has been shown by Buglass, Clarke, et.al. (1977), 
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that despite dependency needs, the agoraphobic is often times ambi-
valent and resentful of this situation. Therefore, it can be inferred 
from this that this ambivalence may affect their ability to form close 
relationships with others. In addition, despite the previous observa-
tions and the understanding of the underlying agoraphobic personality 
traits, the greater percentage of respondents in the present study 
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indicated that they were capable of maintaining their own identity when 
closely involved with another person. This was an interesting observa-
tion in that it seems to conflict with the previously described dif-
ficulty these individuals seem to have in forming close relationships 
with others. The implications here may be twofold. First of all, in 
view of the fact that the results were obtained from a self report 
questionnaire, it is possible that either respondents consciously or 
unconsciously did not see themselves in this way. Secondly, it is also 
possible that this is not expected to be a problem among agoraphobics 
and may be one significant element of ego strength that serves as a 
valuable resource in their ability to cope with this problem. These 
speculations require further investigation. 
Like many forms of mental illness, the relationship between overt 
agoraphobic problems and family or genetic background remains contro-
versial. The literature does not agree universally about the nature 
of the family background that produces agoraphobia (Buglass, Clarke, 
et. al. , 19 77; Harper and Roth, 1962; .Marks, 1966; Roberts, 1964 ; and 
Snaith, 1968). In the present study, more than 75% of the individuals 
sampled indicated that they grew up in a stable background in which 
their parents had a reasonably happy marriage. Additionally, greater 
than 75% of the sample population indicated that there was no history 
in their family of nervous breakdown. Keeping this in mind, it is 
reasonable to conjecture that those individuals who grew up in homes 
with stable backgrounds were in a position to develop dependency, 
immaturity, marked social anxieties, and repression because of their 
sheltered and highly secure environment. On the other hand, those who 
grew up with a single parent, alcoholic parent(s) or in a house where 
one of the parents committed suicide would possibly have had to be 
more independent, mature and assertive in order to survive, and thus 
are less likely to develop agoraphobia. 
Despite the fact that family background remains controversial, 
20.27% of the population in the present study indicated that someone 
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in their family had suffered from at least one nervous breakdown. This 
finding was slightly less than that which has been previously reported 
(Roberts, 1964; ~~rks, 1966, Buglass, Clarke, et.al., 1977; and Harper 
and Roth, 1962). This tends to support the possibility that agoraphobia 
may be genetically influenced. This is also supported by the finding 
that 62.16% of the sample population in the present investigation indi-
cated that other family members had experienced similar syTIPtoms to 
that of the agoraphobic syndrome. The possibility of a hereditary 
relationship with regards to agoraphobia continues to be an important 
area of exploration for investigators. 
Finally, the basis for the description of a phobia is an irrational 
fear that is both persistent and tmadaptive. Unlike other discreet 
phobias, agoraphobic fears most often involve those situations in which 
the person feels trapped, out of control, or seriously threatened by 
emotionally or physically (Gelder and ~~rks, 1966; Snaith, 1968; 
Roberts, 1964; Goldstein and Chambliss, 1978; ~~rks, 1970; ~nrks and 
Herst, 1970, Weekes, 1970(a,b); and Buglass, Clarke, et.al., 1977). 
This was also obvious in the present study and helps to clarify how 
it is that agoraphobia manifests itself as it does. That is to say 
that in the setting of the discreet phobias, the individual is more 
easily able to avoid the specific feared object. On the other hand, 
for the agoraphobic, fears are of such varied and numerous situations 
that in order to avoid them, ultimately means to avoid going beyond 
what an individual perceives as his or her area of safety. 
s~~fARY 
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Phobic evaluation questionnaires of 74 agoraphobics were 
reviewed in this investigation. Of this group, 58 were females and 16 
were males with the average age being approximately 35 years with 73% 
of the total population being married. The average age of agoraphobic 
onset was found to be approximately 25 years, with an average symptom 
duration of approximately 10 years. 
Subjects predominantly carne from the Ivtichvestem United States 
and nearly 50% of those subjects were either housewives, retired or 
unemployed. In addition, there was little difference found between 
those considered to be highly educated (professionals) and those who 
were not (non-professionals). 
For the greatest percentage of subjects, their agoraphobia was 
heralded by a panic attack. They could easily recall where their 
first episode of panic began because it is characterized by physical 
and errotional symptoms that are often frightening, severe and uncon-
trollable. It was also indicated by respondents that their agoraphobia 
was marked by exacerbations and remissions of varying duration. Fur-
therrrore, in view of the frightening nature of the panic attack, the 
majority of agoraphobics sampled here seemed to feel more comfortable 
in the presence of another when venturing beyond what they perceived 
as their boundary of security. 
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The possibility that agoraphobia is related to underlying present 
or past medical illnesses was investigated. It was found that aside 
from gynecological problems, the sample population was in relatively 
good health. 
The onset of agoraphobia was fOund to be precipitated by a multi-
tude of events or situations considered to be stressful in nature. 
It is believed that these stressful events act in conjunction with the 
agoraphobic personality makeup which is characterized by unassertive-
ness, dependency, immaturity and marked social anxieties. It therefore 
seems that the precipitating event serves as a catalyst working upon 
the cumulative effect of prior stressful events to initiate the full 
agoraphobic syndrome. 
From the present study, those situations which most frequently 
served to exacerbate the agoraphobia were those in which the person 
felt trapped, likely to become S}111Ptomatic in public, out of control, 
or likely to become physically or eTIPtionally ill. These feelings 
seem prominent because of the underlying personality characteristics 
of the agoraphobic. 
The most frequent symptoms experienced by the sample population 
were typical of the hyper-anxiety state which typifies the agoraphobic 
S}ndrorne. These included tachycardia, hyperventilation, dizziness and 
lightheadedness. Internal sensations and feelings were also found to 
be present among the sample population, the most common being a fear of 
losing control, feelings of doom or apprehension, sensitivity, urges to 
scream or jlUTip, and excessive worry. Depersonalization, an internal 
sensation reported commonly in the literature was not reported with 
great frequency by this sample population. 
The great majority of individuals sampled here had sought son~ 
form of therapy prior to seeking help from Terrap. These not only 
included psychotherapy, pha1~cotherapy, and forms of behavioral 
therapy, but also, psychological texts and religious support. Addi-
tionally, a major percentage of the sample population was found to 
have the need to carry some form of security symbol, the most common 
of which was valium. 
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The agoraphobic has been described as having, among other things, 
a dependent personality, requiring them to have someone they feel they 
can depend on for companionship. This serves as an additional source 
of security. This was found to be true in the population studied here, 
yet, it was also discovered that despite this need for dependency 
resentment often accompanied such feelings and thus, ambivalence was 
created. This also creates difficulty in establishing close relation-
ships with other individuals while at the same time creates for the 
agoraphobic the fear of being left alone. In contrast to what is 
believed to be typical of agoraphobics in general, the sample popula-
tion here indicated that they experienced no loss of identity when 
closely involved with another person. Speculations for this finding 
contends that either the answers given were distorted due to the self-
report nature of the questionnaire or that it is an unidentified ego 
strength. 
Although no genetic or environmental basis for the transmission 
of agoraphobia has been conclusively established, it does seem that 
those individuals who grew up in stable households when both parents 
lived together in reasonable harmony, developed more dependency, 
iTIIDlaturity, and social anxieties and were therefore more likely to 
develop agoraphobia than those who grew up in households where the 
parents were divorced, separated, or had other particular problems. 
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This implies that an unstable household, while seemingly disadvantageous, 
may provide a relatively strong basis for independence. Furthermore, 
despite the fact that approximately 20% of the sample population indi-
cated a family history of nenrous breakdown, a large percentage indi-
cated that family members had experienced similar symptoms to those of 
agoraphobia. This leaves open the possibility that in fact there is 
some genetic basis for the development of agoraphobia. 
Finally, the problem, for the agoraphobic, unlike the problem 
for the sufferer of a discreet phobia is that their fears are of 
numerous situations which, in order to avoid, ultimately leads to 
significant limitations in the agoraphobic's life style. 
At the outset, the goal of this investigation was to develop a 
personality profile from the questions analyzed in the Phobic Evaluation 
Questionnaire and parallel that profile with that which has been docu-
mented previously. With only few exceptions most of the results pre-
sented in this study were quite similar to those found by others. 
LIMITATIONS Al'-l'D RECOMMEl\lDATIONS 
Limitations of this study have been presented previously. Some 
of the more salient features includes personal bias of applicants and 
investigator, exaggerations and/or omissions of answers given by 
respondents, and vague or confusing wording in the questions asked. 
The most significant limitation of the present study was that the 
questionnaire was predesigned and was thus, unchangeable. 
At this time, recommendations for future study, evaluation and 
treatment seem appropriate. In the future, questionnaires such as 
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that which was examined here should be constructed w~th more specificity 
and clarity so that the evaluation process of an agoraphobic is more 
precise. With greater precision in defining the characteristics of 
agoraphobia, the diagnosis and treatment of this very common problem 
will be more exact. The fact that agoraphobic is so common, the fact 
that agoraphobics are so dependent, immature and anxiety prone, and 
the fact that so many individt1als feel the need to carry a security 
symbol is a mandate for more effective treatment. Keeping in mind the 
underlying personality characteristics of the agoraphobic and the 
uncertain relationship of its onset to family background also indicates 
the need to recognize early, those individuals who may later develop 
agoraphobia. In this way, the ultimate goal should be to decrease the 
incidence of agoraphobia rather than have to deal with a prevalent 
problem. 
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APPENDIX A 
r60~1C EVALUATION QUKSTlU~~AlKE 
lDENTlfiCATlON DATA 
NAME ________________________________ _ 
ADDR~SS ________________________ _ 
STATE Cl'i'Y 
TELE?HO~E~~~~~~------------­
Ai\EA CODJ:: 
ZIP 
HOII WEllE YOU REFERRED? _______ __ 
I STATE~ENT OF PROBLEM 
UATE __________________________ ___ 
SEX. ___________ AG~----------------
OCCUPATION ____________________ __ 
ItA !I. IT ,\L STATUS _______________ _ 
N 0 . 0 F (.J:i I LD R EN _______________ _ 
DATE OF B 1 R Til ________________ _ 
1. Give the date of onset of you: phobic condition. 
2. Where and under what circu~stances did your phobia& be~in7 
}. Did you: problos start with a audd~n panic attack? 
4. Have you had any aymptoma aimilar to thaRe prior to your 
present difficulty1 
S. How has your condition chsns~d oince the orisinal onset? 
6. How restricted are you alone? How re~tricted are you uhen 
you ars with aom3ona? 
7. Ucscriba your reactton 1£ you v~nture beyonu your limits alone. 
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11 MLUICAL HISTORY 
1. List childhood diaea~aa you know you had. Note any compli 
cations incurred as a result of thesa illneasaa. 
2. List an~ serious illness you have had and explain any 
COQplic~tiona. 
3. Liat all serious injuriea, p~riods of unconsciousness, 
or head injuries. Have you ever fainted, or have you 
ever had any aei:urea of any k1nd1 
4. List all operations you hav~ had. 
s. Have you aver bee~ ho,pital1%ed7 Explain. 
6. List all drusa you are ta~ing, their dosaJas, and tel! 
bow often and why you ta~e them. 
6. Explain in soma detail your previous att~mpte to get help 
with these phobic problema and the results of help. (Use 
the back of the opposite pass if apace h~re ia insufficie~ 
-3-
11 MEDICAL HISTORY (CON!.) 
7. Explain your circumstances at time of onset - such as 
marital situation, family relationship, employment re-
lation~hip, in-law relationship, any upsettins or emotional 
events which were happening, i.e. financi~l problems, 
moving, separation fro~ loved ones, loaq, etc. (Use the 
back of the opposite page if space here ia insufficient.) 
Ill EnUCATIONAL BACKGROUND 
1. List the hiahe~t grads you completed in uchool. 
2. (Circle one.) Wm~e you on th~ average an: 
A-student B-atudent c-atudent D-etadent 
3. Are you aware of any learning difficulties, or difficulties 
in pay!ns attention, or difficulties in und~rstanding 
written material or instruction, or difficulties in 
hearing, or roadina? If so, please explain. 
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IV Pleaoe indicate on the scale 1 to 6 below the de5ree to v~rch 
you are affected by the follow!n3 situations. Add comments 
on the bac~ of the opposite pe3e if the qu~stion does not 
apply apprupriately, 
1. 
2. 
3. 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
ll. 
12. 
13. 
14. 
15. 
16. 
17. 
Can but am uncomfortable No problem 
Prefer not to 
Can with someone 
4. 
5. 
6. 
Can but very app~ehensive 
Cannot without producins panic 
1 2 3 4 5 6 
Can you oit in the middle of a ro1o1 of 
people such as in a movie of church? 
Can you go into unfamiliar plncea? 
Can you use elevators? 
Can you allow yourself to get into a 
situation where you feel trapped? 
Do you fear havins a reaction in 
public? 
c .. n you eat in restaurants? 
Can you at and crowd3? I 
Can you tolerate heigh:s7 
Can you tolerat-' closed-in p1acea7 
Can you cross bridgaa7 
Can you fly it\ airplanes? 
C:>n you go to partie01? 
Cs" you go throuah the line in 
aupar,arket:~7 
Can you sign your nama in front 
of aomeone7 
Can you drive th3 freaw .. ys_ alonot7 
Csn you shop in a departmant a tore? 
Cen you stand being alona? 
Comment belo~ or on the back of the Op?osite pag~ on 
any other fears or situations not mentioned here. 
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SYHPTOMS 
Some of the following aynptoms oc:c:u~ during a panic: attack. 
Please evaluate them accord1ns to their effect when you are 
having an attack and indicate your enswers on the scale 1 to 
5 below. Add comments on the bottom of this page or the 
back of the opposite page. 
1. No effect 4. Strong effect 
2. Mild effect 5. Severe effect 
3. Medium ef feet 
1 2 3 4 5 
1. Fluttery stomach 
2. Sweaty palms 
3. Warm all ovea: 
4. Rapid or heavy heartbeat 
5. Tremor of the hands 
6. Weak or rub!>ery kn·3es or less 
7. Sha:.y inside and/or out 
8. Dry couth ' 
9. Lump in throat 
10. Tiahtness in chaat 
11. Htperventilation 
12. stiff neck 
13. lleadac:he 
14. Dizzy or light-headed 
15. Nausea or vomiting 
16. Diarrhea 
17. I. feeling of being unable 
to move 
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VI I~IER~AL SENSATIONS AND FEELINGS 
These are various senaations that some phobics have. No 
one has all of these senoations. Indicate on the scale of 
1 to 5 below how frequently or how severe they are for you. 
Hake comments on the bottom of th2 ps&e or the back of the 
opposite page. 
1. 
2. 
3. 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
ll. 
12. 
13. 
14. 
None 
Hi ld 
Moderate 
4. 
s. 
Severe 
In tens" 
1 
Urge to run or scream or jump 
Feeling of doom or apprehension 
Feelings of numbness in arms or 
legs 
Sensations of disintegratio,, or 
going to pieces 
Fear of going crazy 
Feelings of be ina different 
from others 
Feelinga that you do not see, 
hear, taste, feel thin3s as 
other people do 
Feelings of being cut off .. 
withdrawn fro:a othera 
Colors, tastes or aounda have 
chan3ed 
Depression 
Feelings that you are the only 
one like yourself in the world 
Are you sensitive to z .. jection? 
Do you worry about get tins help 
away from home? 
Do you fear losing control of 
yourself? 
2 3 4 5 
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VII PREVIOUS ATTEMPTS AT CURE 
1. Have you seen e therapist for this condition? ___ Yes 
If so, plesae tell what kind of therapy it 
was and ho~ much benefit you derived fro~ it. 
Include na~ea and cddr0oses of the therapists. 
2. Have you tried aelf-help by reading psychology 
books? If so, what hso helped? __ Yes __ tl 
3. Have you turned to religion? 
much has it helped? 
If so, ho\J 
4. Do you carry a security symbol: Pills, 
tranquilizers, gum, water, candy, alcohol? 
If oo, what? 
\"HI DEl'Ell:lEliCY 
__ Yes ___ No 
__ Yes __ t:o 
The nature of thia preble~ makes it nec~saary that you be 
dep~nd~nt on'someone. Pleas~ e~plsin the attitude of this 
person to~ard your preble~. If this ia othe~ than your 
spouse, &ive opouda'o att!tuda ~lao. 
IX CLOSEl~l!SS 
Comment below (and on the back of the opposite pabe if space 
is insufficient) about your reaction to beins alone or cut off, 
eaparated froo those closs ~o you. 
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IX CLOSENESS (CONT.) 
Comment b~low as to whether you feel that closeness to another 
person may be a problem to you. Use back of opposite page 
if necessary. 
Wh~n you get involved with someone, comment as to the 
degree to wpich you are able to maintain your own identity, 
or do you get so totally involved, you lose your identity? 
X BACKGROU:-ID 
Give brief statements of family: mother, father, brothers, 
sisters. Tell of their culture, family standards, morals, 
awbitions, religion, etc, Have you or has anyone in your 
f~mlly hud a nervous breakdown7 Use back of opposite page 
if necessary. 
XI FAHILY 
In almost all cases th•re have been other foully members who 
have had similar difficulties. Often th~y hide this fact, 
however. In thinking about it, do you know of anyone in your 
family with similar fearo? Explain. · 
Is your family or are you: YOU ORIGll:AL PRES<.NT 
FAHILY FAMILY 
1. Highly critical of self or others? 
2. Fearful of what others think? 
3. Desirous of pleasing others? 
4. Deoanding? 
5. Perfectionistic? 
6. Inclined to excessive worry? 
7. Likely to take on problems of 
others? 
8. Overly sensitive? 
. - -
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XII The item" on this questionnaire refer to thing" end e:<'periencea 
that may cause fea~ or other unplea•~nt feelings. ~ake a 
check in the column that describe3 how much you are disturbed 
by it nowaday&. 
1. Not at all 2. A ~ittle 3. A fair amount 
4. Much 5. Very much 
1 2 4 5 
1. Op"n wounds 
2. Iloing alone 
·3:·· -iieing· fn a stri.iicie place --·--- ····--··-----+--!~-+--!~-+--~ 
<_. Loud voi"ces 
5. D~Ce.d p9o;>le 
6. Speaking in public 
7. Dentists 
B. 'i'nunosr 
9. Siro::tns 
10. Hiah places 
11. Strangers I 
~-12. f'.cceiv!.ng J.njectlon:i 
13. ~ou:-nsys by tra.ln, l.H!S, or ca.r 
, ·i6. L.nrg-! op~n S}JJ.C~s 1 
jl"7. :.>c.: pl!opl.> 
18. BeJ.Ug CXlt:.lC~:i:1.!~ I 
2 3. 
25. 
O:.rkne3::t 
29. '?r;,m,.ture heart be;>ts (l'lio:dnq a bautl 
30. Hud~ ~sn or wo~3n 1 
31. Lightening I 
1 32. X:.!:ing 1:1istake9 i ( r 33. Lo~!<ing foolish I I 
~3~'~·~---~L;:o~~~-l~-';'~g~c~o~n~t~r~o~l~----------------------------------------~---~~---+----~---f----q 35. Faintinq -T ·r i 
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XIII Please answer each question by putting a check in the appropriat 
box. Work quickly and do not ponder too long about tha exact 
shade of meaning of eRch question. There are no right or 
wrong answera and no trick quastiona. ANSWER EACH QUESTION. 
,... 
"' 
.... Z:U> 
... 1-< "1:> 
;.: ;;; :::lO ... ~:>-
<>: 1-< :> 0.: 
"' 
... 0' ,...., 
> :.: ... ~:.:; 
.., 0 <>: z 
z 
"' "" 
0 
xoox I hear atranse voices in cy head apea!<.ing to me. 
019X Sometimes the world beco;oes very brisht all 1 
look at it. 
PX6S" There ar~ some people t~yins to do me harm. 
Xl5X \.:hen I loo!L at peo::>le th .. y S~.li:D strange. 
X23X I ao:Detimes feel that I have left my body. 
XXlli My hands or feet BO!:Jati'O"eS feel far away. 
X35X I h1ve often felt that there was another voice 
in my head. 
A73D lly thinkina getli all mixed up whan 1 have to 
act quickly. 
Al40 I get more frightened now >Jhen 1 am driven in 
a car bv others. 
OX6D 1 feel rays of energy u::-on ma. 
X62;,: Foods a ••e 11 di!Ierent than they u;oad to. 
;.o a c; Str3nge people or :>lace a fri:~hten me. 
X52X I can no lonsar tell hov r.I:U C ~l time has gone by. 
All6~ I often become ac.:t.rod of euddan move.uenta or 
noi:Jes at n1sh t. 
OX251 Pictures somet1m23 appaar to ba alive and to 
breathe. 
Al38.' I know that mo:H people ex:;> act a areat deal 
of rne. 
OX30 Hy sense of hearing ill now a ore aenaitive than 
it has ever been. 
Al08/ I am very painfully shy. 
All4r I ... constsn~ly key ad up anc! jittny. 
Xl7X Now end then >Jhen I look in the mirror my face 
changes and eeetDs different. 
Xl4X I/ hen I look at thinss like tables and chairs 
they seem strange. 
Xl2X Som!!ticee the \Jorld 88S!II3 unreal. 
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XIV Indicate the meaning of the follow!na: 
1. A rollinS atone aath3ra no =oss, 
2. When th~ cat'a away, the mice will play. 
3. A stitch in time aavoa nina, 
4. People who live in slaaa house3 shouldn't throw ctonea. 
Please indicate whether, in your opinion, th~ followina 
state~snta are ''Trua'' or ''Felas'': 
1. A pen is like a pencil because they are 
both uaad for writing rath3r than because 
they are both li~e aticks ••••••••••••••••••••••• TRUE FALSZ 
2. A fly is like a tree bacau3e they arc both 
living th~nss rathar than because they 
both require huQans •••••••••••••••••••••••••.••• TRUE FALSE 
88 
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5) 
6) 
7) 
8) 
9) 
10) 
11) 
12) 
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onnssrvz - Ci!M?ULSln l!l,O!i.:UTio~ 
Pl~~~~~~ rota tha folloY1~3 quaational 
0, tlo 
1. Souati~~~. but 1 coo sst it out of a~ aind as~!ly. 
2. Yao, fraquantly and it 1a di:Zicul: to G•t out o! ay oi~4. 
J, lt is with ua osarly all th• ti~a nod 1 bnva aroot difficulty 
aottinJ it out of my mind. 
4. Ya~, con~tontly with a~ in ao~s for~, 1 can't sot it out of 
cy cind and if I don't do aom•t41nJ obout it 1 baco~a vary 
up~~t until 1 4o, 
0 1 2 
Do unpl10'\3snt or frishtsoins thOUJhU or vorda ev.ar 
keo;> aoillJ ov"r and ov.ar in your ~a!ud7 
Do you evror SAt tun•!l• oumb•ra 1 or worJa runnin3 throu0h your cind thst you csn t SAt out? 
Do you av,.r h:lVII paraiptant illl!l!JiDiDjJ!i that your 
childr'ln or fn:olly ~isht bllV\1 aD occida:~t or 
that ao:-og tlli:q ba;l ::.i:Jht hlll'PIID to th~;a1 
Do you '"31 thst CO:ltllCt with 3:1ro:u, dirt, or 
body Z<lC:i:'9ti(IO!I :~ill c:outo1<ainata you onJ 
raquir:a irequ2nt ua~hins7 
Are :;ou c:o-~j>loliiiVIOly aaat azul cl.l:a~7 
Do )'OU av•~ h:~.vct to do tbiDJ:II ova;r and OVilr I G;Jniu b~!O't:l the" llii~lll ,ju~t r:!.3ht ou<i :you C.:lll atop? 
l.:re you bul':ar-punctualt 
Do )'OU ov~r c:ouot thioa.o over ond over !u 70ur t\1Dd? 
Do you h'lYil to turD thio;p ov:~r aDd ovar :!.o your 
t:liD:! for a:~.ny tiiU:I biifora you aro oble to d~cida 
ohout wll.a: to do? 
Do you h.:av, doubts about a lot of thill3S )'OU do 
as.d have trouble aa!dDS dsc1o1oDe7 
Do you try to avoid chan!jllll io your bCUllll or work 
01" tl:HI !ii:t"j you clo th1DSII7 
Do you ottao a at afraid t~at you a!Jllt be 
d~<velop!na aome aort of aerious illD:us? 
-I Do you h:~ve any other thoushta that are lila obsession:~ or thin33 you are compelled to do? 
3 4 
ExplaiD all anawera rated 2, 3, or 4 oo the back of the opposite pasa. 
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A~ o~s·~~ion is an 1d3a, an eootion (an i~~ula~), t~o~tation, or a 
thousht tnat paraiata in tha aind and can~ot ba di~~!3j~d by a con~ciou~ 
proc•oo. It io not influancad by loaio or r~~aoninJ and i$ diatinctly 
un.,ant<ad, 
A com?ulaion ia an action or behavior carriod out by i~pul~a which if 
not ropa~t~d will caua~ unco~forta~l~ an~iaty, It ig no= influancad b~ 
loJi~ or roasonioa end ia uaually inconvoniant. 
Sooa of th~ aoro co~mon form~ of obaaasiona and co~~ulsions ara listad 
below. Evaluata on a •cala of 0 (doaan't ap~ly) to 4 (gavora) the onaa 
that apply to you. 
1. 5un»rstition1 
a) 3 on a ::latch 
b) bloc!< c:atOi 
c) valkin3 undMr 
ladder:~~ 
d) op3n u:.:abrallaa 
in:lid~ 
e) broa~ioJ mirrora 
f) knoc!.t O:>\ wood 
s) sto~ on n crac~ 
h) l.'r!<lny l:lth 
i) ·oth:.oro 
2. M·~sl£. 
a) L"\3i C wanda 
b) r:~bbit 1 11 foot 
c) 4 l<il!l! clov<~r 
d) luc!<)l cha.ra 
o) nuOib.i:rS 
f) croai~:i fi:>Jer:. 
_Q \ ~ _3_ 4 
I 
0 l 2 3 4 
6) Willh Oll • fllllill3 I 
a tar 
b) othar11 
a) Sin 
b) H911V3ll 
c:) Hell 
d) Puniiilhlllent 
e) no free will 
f) others 
Q l 2 3 4 
R 
4. Co:'l':ltt}~ t!lll.l 0 1 ;1. 1 4. 
a) lac !tina door :a 
b) wa,hina h.1nda I 
c) ordcarly ! 
d) aupar-c:lo:an 
•> cb!>clt turuaco and 
atovae 
f) othera 
5. lt'I?Ul'l!l') 0 l 2 3 4 
a) r01:aov.D. clothsa l:±t=FH. b) to run 
c) to a:ay ol>:ac!ln" ···l]~rru. d) to buy •> to ju:o1~ f) Ullll:IUal 8!!1:1< a> d11:: .. d3Vil 
h) a:u:~ll tbin:p 
1) otbcar:a 
6. P'lrfcact~.,ll!.a~ 
0 1 2 3 4 
a) overly na:at l ' b) tabl:a D3t ju~t DO 
c) croo!iJ;!" picture>~ 
d) bottlas lin!ld u~ 
r-- r-! ..!. -
f-- r-1 ~- ,..--I 
e) laund~, foldcad juJt 
ri3bt 
f) uindov ahDd!!l~ lin:a• ; 
up 
a> others 
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1 2 3 4 5 6 
M F M F M F M F M F M F 
12.5 15.52 6.25 8.63 6.25 12.07 43.75 20.69 12.5 18.96 18.75 34.48 
18.75 5.17 0.0 5.17 12.5 36.21 25.0 25.86 37.5 22.41 6.25 12.06 
31.25 36.21 6.25 5.17 0.0 12.06 37.5 18.96 18.75 17.24 6.25 15.52 
0.0 0.0 6.25 13.79 0.0 0.0 12.5 13.79 25.0 22.41 56.25 56.9 
6.25 1.72 0.0 1.72 0.0 1.72 6.25 6.90 37.5 15.52 50.0 46.55 
43.75 27.58 0.0 3.44 12.5 24.14 37.5 17.24 0.0 17.24 6.25 17.24 
18.75 13.79 18.75 8.62 6.25 8.62 31.25 25.86 18.75 22.41 6.25 31.03 
37.5 27.58 18.75 12.07 0.0 10.34 18.75 10.34 25.0 12.07 6.25 29.31 
18.75 17.24 6.25 12.07 6.25 6.89 12.5 29.31 37.5 25.86 25.0 17.24 
50.0 39.65 12.5 5.17 0.0 15.52 25.0 22.41 18.75 5.17 0.0 12.07 
31.25 18.96 12.5 8.62 0.0 12.07 12.5 13.79 6.25 15.51 37.5 25.86 
31.25 27.50 31.25 5.17 12.5 18.96 12.5 27.58 31.25 18.96 0.0 8.62 
43.75 29.31 6.25 1.72 0.0 15.52 43.75 17.24 6.25 20.69 6.25 27.59 
75.0 70.69 12.5 5.17 0.0 0.0 o.o 13.79 12.5 6.90 6.25 5.17 
43.75 15.51 0.0 6.90 0.0 6.90 18.75 5.17 12.5 10.34 25.0 46.55 
31.25 24.14 25.0 1.72 12.5 18.96 12.5 22.41 25.0 18.96 0.0 24.14 
37.5 51.72 12.5 18.96 0.0 3.45 25.0 12.08 31.25 10.34 0.0 10.34 
APPENDIX C 
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1 2 3 4 5 
18.92 33.78 16.22 22.97 6.76 
18.92 20.27 18.92 12.16 25.68 
13.51 10.81 22.97 27.03 22.97 
1. 35 6.76 9.46 24.32 56.76 
21.62 17.57 18.92 20.27 21.62 
8.11 14.86 17.57 22.97 39.19 
6.76 12.16 8.11 36.48 40.54 
28.38 12.16 27.03 13.51 16.22 
37.84 18.92 13.51 14.86 14.86 
12.16 12.16 18.92 32.43 25.67 
24.32 12.16 9.46 24.32 25.67 
56.76 17.57 4.05 6.76 10.81 
52.70 12.16 14.86 10.81 8.11 
6.76 16.22 16.22 21.62 41.89 
48.65 16.22 16.22 8.11 8.11 
54.05 16.22 8.11 9.46 12.16 
44.59 9.46 14.86 17.57 14.86 
APPENDIX D 
96 
1 2 3 4 5 
10.81 17.57 24.32 18.92 29.73 
6.76 16.22 22.97 28.38 32.43 
50.0 10.81 22.97 6.76 8.11 
24.32 16.22 12.16 31.08 16.22 
20.27 20.27 20.27 12.16 28.38 
10.81 20.27 13.51 31.08 25.67 
68.92 10.81 4.05 5.40 9.46 
33.78 17.57 12.16 18.92 18.92 
81.08 9.46 1. 35 2.70 5.40 
6.76 25.67 29.73 20.27 18.92 
27.03 12.16 14.86 24.32 25.67 
1.35 9.46 33.78 24.32 31.08 
13.51 5.40 24.32 29.73 29.73 
8.11 5.40 13.51 27.03 48.65 
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